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PUBLISHED THIS MONTH 


MODERN SURGICAL TECHNIC 


by MAX THOREK, M.D. 


This outstanding surgical study is thoroughly revised in a new, second 
edition to interpret the recent, valuable contributions of key men in the 
field. Descriptions of the procedures are supplemented by new and im- 
proved illustrations of the highest quality. The work of more than thirty 
medical artists is represented, including some of the most famous on this 
continent. Their work is reproduced in approximately thirty full-color 
plates, a special atlas of three-color process plates on the Surgery of the 
Gallbladder and Biliary Tract and many black and white illustrations. 


New, 2nd Edition; completely revised, reset, enlarged. 4 Volumes and 
separate index volume. Over 2,375 illustrations, about 140 in color. Pre- 
sented in step-by-step visual aids. Write for descriptive circular. Price, 
the set $72.00. 


SEND ORDERS TO 


J. A. MAJORS COMPANY 


New Orleans 12 Dallas 1 Atlanta 3 
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AN ANNUAL ASSAY OF 1} MEDICAL PROGRESS 


A new approach to graduate medical literature—pithy, concise, 
didactic—designed for ready reference to immediate implementation 
in daily practice. Under editorial direction of Dr. John B. Youmans, 
men such as Morgan (INTERNAL MEDICINE), Whitacre (OBSTET- 
RICS AND GYNECOLOGY), Poncher (PEDIATRICS), Cole (SURGERY) — 
a total of 23 clinicians and teachers of authority —distill the year’s 
advances in trends—procedures—technics—therapy and present 
their findings in original contributions, written in narrative style. 


This annual might well be regarded as a substitute for a post- 
graduate course. It saves hours of reading time and reference. It 
brings to the general practitioner what is new and practical—how 
it can be applied in everyday medicine. Here is the economical 
way to analyze latest medical achievements—what to accept and 
what to reject for modern medical practice is condensed. and pre- 
sented in one volume. $5.00 


Timely—Checked and edited up to press time—One printing 


J.B. LIPPINCOTT COMPANY + PHILADELPHIA 5, PA. 
Please enter my order and send me 0 MEDICINE OF THE YEAR, First Issue, 1949, $5.00 
O Cash enclosed 
0 Send C.O.D. 


Seine careae 0) Charge my account 








True in ’38 


True in ’48 


and True Today 
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6¢Because of the convenience, smaller adequate 
dose, and better tolerance, the trend is toward 
the use of ferrous sulfate . . .99 


Sielke, E.L.: Rhode Island M.J. 
21:61 (April) 1938 


66No iron preparation has proved superior to fer- 
rous sulfate, with respect either to economy or 
fficacy. 99 
atl Emerson, C.P., Jr.: M.Clin. North America 
32:1264 (Sept.) 1948 


There are many iron preparations, but only Feosol 
Tablets provide ferrous sulfate with the special, 


S.K.F.-developed vehicle and coating that— 


1. prevent oxidation of the ferrous sulfate into the 
inferior ferric form 


2. assure prompt disintegration in the acid medium 
of the stomach and upper duodenum, where iron 
absorption is best. 


Each Feosol Tablet contains 3 grains exsiccated ferrous sulfate— 


the equivalent of approximately 5 grains crystalline ferrous sulfate. 





Feosol Tablets & 


the standard iron therapy 


Smith, Kline & French Laboratories 
Philadelphia 
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The DIAGNOSIS and TREATMENT OF BRAIN TUMORS 
and the CARE of the NEUROSURGICAL PATIENT 


By ERNEST SACHS, A.B., M.D., Emeritus Professor of Clinical Neuro- 





logical Surgery, Washington University School of Medicine, St. Louis 


626 Pages 


The care of the neurosurgical patient is an 
inseparable part of the diagnosis and treatment 
and for that reason, Dr. Sachs’ two former 
books, THE DIAGNOSIS AND TREATMENT 
OF BRAIN TUMORS and THE CARE OF 
THE NEUROSURGICAL PATIENT have 
been combined in this Second Edition. 


Both books have been completely revised and 
brought up-to-date. In THE DIAGNOSIS 
AND TREATMENT OF BRAIN TUMORS 
he emphasizes the important role of the hypo- 
thalamus in pituitary diseases. Two methods 
of diagnosis that have been developed in recent 
years, angiography and electroencephalography, 
have been discussed, and an attempt has been 
made to evaluate them in their relation to the 
older diagnostic methods. The importance in 
diagnosing intraventricular tumors, which fif- 
teen years ago were rarely recognized and hardly 
ever operated upon, are discussed in detail. 
Many new case histories have been added and 


345 Illustrations 


10 in Color Price $16.00 


others have been brought up-to-date. 


Written by a man outstanding in his field, this 
book will be of more than passing interest to 
the general surgeon—and of vital importance 
to the neuro-surgeon and neurologist. Begin- 
ning with a chapter on preoperative examination 
and care, the author takes up in natural order 
the operating room and its equipment and 
anesthesia. Then gives a general discussion of 
neurosurgical methods, followed by case his- 
tories of cranial operations (with the procedures 
employed). 


Spinal and peripheral nerve operations are given 
a special section. Closure of wounds is taken 
up in a separate chapter. Then postoperative 
care is discussed. Finally, a review of neuro- 
logical surgery is given, with a glimpse into its 
future. 

The book is based upon Dr. Sachs’ personal 
experience since 1911—and presents a wealth of 
clinically tested material. 


WRITE FOR OUR 1949 MEDICAL CATALOG—JUST OFF THE PRESS 


See upuepeuepeuepuapaesp eas Order Form 


The C. V. Mcsby Company, 
3207 Washington Blvd., 
St. Louis 3, Missouri 


SMJ 7-49 


Please send me Sachs’ Second Edition of The Diagnosis and Treatment of Brain Tumors and the 


Care of the Neurosurgical Patient—Price $16.00. 


[) Enclosed find check. 


(] Charge my account. 
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EFFECTIVE ALONE... 


BETTER TOGETHER 


DEHYDROCHOLIC BILEIN: 

ACID: . 
for an effective 

for a flushing effect concentration 

upon the bile of bile salts. 


passages. 








Hydro-e-Bilein 


Administered together in equal amounts, nat- 
ural and oxidized. bile salts perform their functions in a complementary 
way. Such a mixture is Hypro-BiLemn, Abbott’s new bile salts tablet 
which contains 2 grs. dried fresh ox bile and 2 grs. dehydrocholic acid. 

You will find Hypro-Bite1n Tablets effective 
in replacement therapy to improve the digestion and absorption of fat 
and fat-soluble vitamins; in flushing the biliary tract to remove inspissated 
bile and products of inflammation from the common duct and the hepatic 
duct; in post-cholecystectomy to assure that bile salts enter the intestinal 
tract; and in constipation to increase intestinal motility. 

The average dose is one tablet two to four 
times daily, preferably after meals. Dosage may be reduced if it produces 
an undesired laxative effect. Hypro-B1Le1n Tablets are available through 
pharmacies everywhere in bottles of 100 and 1000 sugar-coated tablets. 
ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


HYDRO-#BILEIN® 


(Bilein® and Dehydrocholic Acid, Abbott) 
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A good night’s rest 
A good day’s work 


Allergic patients get both, with 
just 4 small doses 


Comfort ‘round-the-clock for your allergy 

patients . . . Decapryn provides long-lasting relief 

with low milligram dosage. 

‘Symptoms were relieved from 4 to 24 hours after 

the administration of a single dose of 

Decapryn—"" 

; | “lt was found that 12.5 mg. could be given during 
the day with comparatively few side reactions and 


} yet maintain good clinical results—'? 


prescribe 


Decapryn SUCCINATE 


sa Pe WA Me Z | Brand of Doxylamine Succinate 


THE LONG-LASTING LOW-DOSAGE ANTIHISTAMINE 


12.5 mg. tablets, P. R. N. Also available in pleasant tasting syrup especially 
designed for children. (6.25 mg. per 5 cc) and 25 mg. tablets. 


Merrell 





CINCINNATI © U.S.A. 


1. Sheldon, J. M. et al: Univ. Mich. Hosp. Bull. 14:13-15 (1948). 2. MacQuiddy, E. L: Neb. State M. J. 34:123 (1949) 
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Patient 


Prompt and effective relief from distressing 
symptoms of urinary tract infection such as 
urinary frequency, and pain and burning on 
urination, can be achieved in a high per- 
centage of patients through the action of 
orally administered Pyridium. 

With this safe, easily administered urinary 
analgesic, physicians can provide their pa- 
tients with almost immediate relief from 


_PYRIDIUM’ 


(Brand of Phenyl 
MERCK & CO., I 





dine HCI) 
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_-RAWAY, N. J.. 


under Treatment 


for Urinary Tract Infection 





MEANTIME ENJOYS 
from distressing 
SYMPTOMS 














symptoms during the time that specific ther- 
apeutic measures are directed toward cor- 
recting the pathologic condition. 

Pyridium is virtually nontoxic in thera- 
peutic dosage and can be administered con- 
comitantly with streptomycin, penicillin, the 
sulfonamides, or other specific therapy. 

The complete story of Pyridium and its 
clinical uses is available on request. 








its Brand of , 
diamino-pyridine 
- Ine., 











SOUTHERN MEDICAL JOURNAL July 1949 


\ I 


In the treatment of allergy with antihistaminics 
it is essential to assure the patient a continuous, uniformly 

high degree of protection. Too rapid 

excretion or detoxification of the drug inevitably leads to a 
fluctuating, unreliable status, alternating between 

full protection and complete vulnerability. Chlorothen, Whittier, 
is distinguished pharmacologically by its prolonged 

action. Clinically, therefore, each dose may 

be relied upon to maintain a greater protective effect 

for a longer dosage interval—a constant 
defensive shield against allergens. 



































Vol. 42 No. 7 


presents 
long-acting 


CHLOROTHEN 


WHITTIER 





Chlorothen, Whittier, has been proved by clinical trial to be 
highly effective in hay fever, vasomotor rhinitis, urticaria, angio- 
neurotic edema, and other allergic disorders. Side-reactions 
are usually mild and their incidence compares favorably with 
that of other antihistaminics. 

To facilitate rapid solution and absorption, and hence 
prompt action, Chlorothen, Whittier, is issued as uncoated 
tablets of 25 mg. each for oral administration. One to two 
tablets every 4 to 6 hours, according to the response, is the 
customary dosage range. 

Packaged in bottles of 100 tablets. 


s | 
“tte. BIEL EH cu |e 


LABORATORIES 
DIVISION NUTRITION RESEARCH LABORATORIES 
CHICAGO 30, ILLINOIS 
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WHEN THE DIET 


Comparison of the accompanying two 
columns of nutritional values clearly shows 
why Ovaltine in milk has been so widely 
accepted as a highly effective multiple 
dietary food supplement. 

Column A lists the National Research 
Council’s Recommended Daily Dietary 
Allowances for each 100 calorie portion in 
the diet of a 154-pound man of sedentary 
occupation. Column B lists the amounts 


*Based on average reported values for milk. Three servings 
of Ovaltine, each made of 2 oz. of Ovaltine and 8 fl. oz. of 
whole milk, the daily dosage recommended for diet sup- 
plementation, provide 676 calories. 








Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


of the same nutrients provided by a 100 
calorie portion of Ovaltine in milk. 


CHIE aos cincc coves OP... wsswinins 

GRID 6occnccennce 40 mg........ 166 mg. 
SS Cee 1.8 mg. 
PHOSPHORUS........ ok, ee 139 mg. 
kt, ee... || See 444 1.0. 
THIAMINE. ........... 0.05 mg........0.17 mg. 
RIBOFLAVIN .......... 0.08 mg........ 0.30 mg. 
ere | See 1.0 mg. 
ASCORBIC ACID ...... 3.1 mg........ 4.4 mg. 
ES er re 62 1.U. 
PROTEIN... | ee 4.7 Gm 


a dietary supplement. Chocolate Flavored 
Ovaltine is especially liked by children. 
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WELL OINIME im 


0.5% GAMMA BENZENE WEXACHLORIDE IN A VANISHING CREAM 








Scabies, until recently regarded as a disease of poverty 
or uncleanliness, today is known to be found in all 
walks of :life. This highly contagious parasitic infesta- 
tion not infrequently escapes detection, hence the possi- 
bility of its presence must always be kept foremost in 
mind when a red, punctate, inflamed pruritic eruption 
presents itself. 

In the eradication of scabies Kwell Ointment, con- 
taining 0.5% gamma benzene hexachloride in a vanish- 
ing cream base, represents a significant advance in 
therapy. A single course of treatment consisting of one 
or two applications effects a cure in more than 90% of 
patients. Its action is prompt, positive, and is not 
burdened by secondary dermatitis or relapse. 

Kwell Ointment is available on prescription in 2 oz. 
and 1 Ib. jars at all pharmacies. 


CSC Fhammaclicls 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION 
17 EAST 42nd STREET, NEW YORK 17, N. Y. 
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TO BUILD BLOOD AND IMPROVE NUTRITION 





Home pocuoata is so common during pregnancy that 
some authorities advocate routine administration of medic- 
inal iron to all pregnant women. Cytora, in the recommended 
dosage, supplies an adequate amount of iron for the increased 
i of pregnancy plus folic acid for its recently reported 
iding gastro-intestinal function and vitamin C and 
$—vitamins which are said to be probably of 
Be to the health of the pregnant woman ‘than 
| Moreover, the pharmaceutical skill exercised 









nizes gast : disturbances. Cytora is available in bottles of 
a 250, and 1000 tablets. 


ORGANON INC. (cme. nce" 1. JORANGE, N. J. 


CYTORA 


T.M.—Cytora — Reg. U.S. Pot. Off: 
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Because “SUDDEN?” is a dangerous word 
in cases of hypertension... has become almost 
instinctive with phy sicians, to- prescribe Nitranitol. An ideal vaso- 
dilator, Nitranitol produces gradeal reduction of blood pressure 
in essential hypertension. Nitranitol maintains lowered levels of 
pressure for prolonged periods Virtually non-toxic, Nitranitol is 


safe to use over long periods of dime. 


NITRANITOL 


For gradual, prolonged, safe vasodilation 





When sedation is desired. Nitranitol with Phe 
nobarbital. (1, gr. Phenobarbital combined with 
ly gr. mannitol hexanitrate.) 


For extra protection against hazards of 


Merrell 
capillary fragility. Nicranitol with Phenobarbital 


1828 rgilit i ‘ 
and Rutin. (Combines Rutin 20 mg. with above 
CINCINNATI * U.S.A formula. ) 
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“We have never had other iron 


salts so efficacious... 





In the treatment of hypochromic anemia 
the new molybdenum-iron complex, 
Mol-Iron, is being found to possess 
marked advantages over equivalent dos- 
age of ferrous sulfate alone, or combined 
with liver-stomach extract or folic acid. 


1.2. 3in rel- 


Independent controlled tests 
atively resistant iron-deficiency anemia 
of pregnancy have demonstrated a more 
rapid hemoglobin regeneration as well 


as greatly improved gastric tolerance. 


Investigators have commented: “The 
increases in hemoglobin (with Mol-Iron) 
were... dramatic and... rapid ;’’’ there 
was “more rapid . . . response than with 


2992 66 


ferrous sulfate... ; unusually effective 
and well tolerated in . . . hypochromic 
anemia;’’* “. . .encouraging results ob- 
tained with molybdenized ferrous sulfate 
in the microcytic hypochromic group in- 
dicate a better prognosis in these condi- 


tions (pregnancy anemia) in the future.’’* 


1. Dieckmann, W. J., and Priddle, H. D.: Am. J. Obstet. & Gynec. 57:541 (March) 1949. 
2. Chesley, R. F., and Annitto, J. E.: Bull. Margaret Hague Maternity Hosp. / :68 (Sept.) 1948. 
3. Healy, J. C.: Journal-Lancet 66 :218-221 (July) 1946. 

4. Talso, P. J.: J. Ins. Med. 4:31-34 (Dec.-Jan.-Feb.) 1948-1949. 


e 
ol-ir 6) 8 p= 
Liquid 
MOLYBDENIZED FERROUS SULFATE 


—a specially processed, co-precipitated, stable com- 
plex of molybdenum oxide 3 mg. (1/20 gr.) and 
ferrous sulfate 195 mg. (3 gr.). Recommended adult 
dosage : 2 Tablets, t. i. d. Available in bottles of 100 
and 1000 tablets and in a highly palatable Liquid, 
in bottles of 12 fluid ounces. 





WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 
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For Better 
Results in Arthritis 


Choice of an effective antirheumatic agent 
and close supervision during the therapeu- 
tic effort constitute rational management 
in chronic arthritis. With this plan of attack, 

better results may be anticipated. 


ERTRON 


STEROID COMPLEX, WHITTIER 


1. With Ertron therapy, improvement, both locally and sys- 
temically, has been reported in 701 out of 852 arthritic 
patients (82.2%). In a disease as resistant to treatment as 
rheumatoid arthritis, this result is striking.’ “Subjectively . . . 
generally improved systemic condition, increased muscular 
tone and less fatigue, pain and stiffness. . . . Objectively, less 
swelling and increase in weight, functional activity and joint 


mobility. . . .”? 
2. Ertron is effective primarily in chronic arthritis of the rheumatoid type. It is not indi- 


cated in patients suffering from kidney damage. 

3. Observation of the patient at reasonably frequent intervals demonstrates the consistent 
arthrokinetic influence of Ertron and, at the same time, serves to control any untoward 
reactions that might appear. These are rare*; marked intolerance requiring cessation 
of therapy occur in only 1.4% of patients, while minor side effects, mainly gastro-intes- 
tinal, may be encountered in about 8% of patients. “These mild digestive disturbances 
disappear almost immediately after the cessation of Ertron administration and usually 


do not recur when this therapy is again instituted.”* 


BIBLIOGRAPHY 
y, R. T., and Logan, E E.: J. Michigan M. Soc. 46:71,1947 
40. 


(1) Mag P. B.; McEl 
(2) Snyder, R. G., and Squires, W. H.: New York State J. Med. 40:708, 1940. 


(3) Cohen, A., and Reinhold, J. C.: Indust. Med. 17:442, 1948. 
(4) Farley, R. T.; Spierling, H. F., and Kraines, S. H.: Indust. Med. 10:341, 1941, 
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Prevents and Relieves 


‘NAUSEA OF MOTION” 


Dramamine, brand of dimenhydrinate, was the subject of 
clinical study in the now historic investigation of Gay and 
Carliner* aboard the U. S. Army Transport General C. C. 
Ballou. Under conditions of control in this rough-weather 
Atlantic crossing, it proved 98.6 per cent effective in 
prophylaxis and 96 per cent effective in the treatment of 
seasickness. 

Later investigations are proving it to be equally effica- 
cious in the prophylaxis and treatment of airsickness, car 
sickness, train sickness and, in short, all forms of nausea 
caused by motion. 

A 100 mg. dose administered half an hour before the 
onset of motion and repeated four times a day during the 
trip is usually adequate. 


Dramamine is supplied in 100 mg. scored 
tablets in bottles of 100 tablets each. 


G. D. SEARLE & CO., chicago 80, illinois 


*Gay, L. N., and Carliner, P. E.: The Prevention and Treatment of Motion Sick- 
ness: I. Seasickness, Bull. Johns Hopkins Hosp., 84:470 (May) 1949. 
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HEARTS THAT NEED 
YOUR HELP AND OURS 





The incidence of heart disease continues to increase as the 
average span of life is lengthened. The problem is being 
attacked on several fronts. Delicate instruments of diagnosis, 
better preventive measures, and improved surgical 
techniques have been devised. Knowledge of the physiology ' 
of the heart and vascular system is increasing. Useful new 
drugs have been introduced, and more are being developed. 

Specialists in this field at the Lilly Research Laboratories 
are placing major stress upon the medical approach to this 
problem. With crystalline digitoxin and newer diuretic drugs, 
many victims of advanced heart failure, who formerly would i 
have been considered beyond treatment, are now relieved of 
symptoms. Papaverine hydrochloride makes possible the 
symptomatic relief of coronary occlusion, angina pectoris, and 
certain types of vasospastic disease. Even though the 
fundamental disease condition remains, life may be prolonged 
and made more useful and pleasant. 





Aisle Sa steele 


P 
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LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 


















Requires Narconc Order Blank 
POISON 








100 
Tebleis No. 1733 
PAPAVERINE 

HYDROCHLORIDE 
3 gre. (0.2 Gm.) 


Deose—1 tablet 
directed by the = 













Tablets No. 1671 













PAPAVERINE Phy>ician, 
HYDROCHLORIDE 000 
11/2 grs. (0.1 Gm.) a, 

Adult Dese— tablet as direct 


4 bY the physician 84 ULL amp « 
a IND ANAPOLIS 





OMPANY 
ara 





fU uy 
LY AND Comp. 
INDIANAP Lis anvawe 


Quiets Smooth-Muscle Spasm 





The chief effect of papaverine is relaxation of all smooth 
muscle without interference with normal contractions. 
Many conditions associated with smooth-muscle spasm have 
been benefited by papaverine therapy. Prescribe Papaverine 
Hydrochloride, Lilly, for relief of vascular spasm 
associated with coronary occlusion, angina pectoris, and 
peripheral and pulmonary embolism; for bronchial spasm 
and accompanying allergic conditions, such as asthma; 
and for visceral spasm, as in ureteral, biliary, and 
gastro-intestinal colic. Tablets and ampoules are 
available on prescription at all retail and hospital 
pharmacies. 


uit Y 


EL! LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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IN GALLBLADDER MANAGEMENT 















NUBILIC represents the modern trend in 
the management of inflamed and congested 
gallbladder and bile ducts. 


Soy ‘ 
— ; NUBILIC contains dehydrocholic acid, an 
I] a I [ | bi efficient hydrocholeretic agent which thins 
a ; the liver bile and flushes the biliary passages. 


be ins “ NUBILIC contains belladonna, which en- 
courages free drainage and relaxes the 
sphincter of Oddi. This action is further en- 
hanced by the central sedation of pheno- 
barbital. 





ae 
, = 
— 


Pin... 
== NUBILIC 


Each Nubilic Tablet contains: 





Dehydrocholic acid......... 0.25 Gm. (334 gr.) 
Phenobarbital.............. 8 mg. (% gr.) 
ere 8 mg. (% gr.) 


Bottles of 25, 50 and 100 tablets 


NUMOTIZINE, Inc. 


900 N. Franklin Street « Chicago 10, Illinois, U.S. A. 
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Ke miracle or know-how? 






“The miracle of penicillin”~ 

it’s a phrase we hear almost daily, 

not without some cause. During the 
six years in which penicillin has been 
available, the gross mortality of 
infectious diseases collectively has 
dropped more than 39 per cent. But a 
notable part of this progress is bound 
to an equally impressive statistic: 

an increase of 448,148 per cent in 
penicillin production within the same 
period—from 21 billion units in 

1943 to 94,132 billion units in 1948, 


miracle? maybe. know-how? definitely. 


As one of the early pioneers in the 
field, Bristol Laboratories has helped 
make “the miracle of penicillin” 
possible. As part of the vanguard in 
antibiotic research, Bristol has the 
know-how to produce dependable 
penicillin products. 


YOU CAN SPECIFY 


Bristol Penicillin Products 


WITH CONFIDENCE 










Bristol 


LABORATORIES INC. 
SYRACUSE, NEW YORK 
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For mixed infections 
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In matedorous lesions, the wide antibacterial spectrum of Furacin frequently enables 


it to abate the odor rapidly. Such a benefit has been reported in cutaneous ulcers, diabetic 
gangrene, abscesses, chronic wounds and ulcerating malignant growths.* Furacin® brand 
of nitrofurazone, is available as Furacin Soluble Dressing (N.N.R.) and Furacin 


Solution (N.N.R.) containing 0.2 per cent Furacin. These preparations are 











indicated for topical application in the prophylaxis or treatment of 
infections of wounds, second and third degree burns, cutaneous 
ulcers, pyodermas and skin grafts. Literature on request. 


EATON LABORATORIES, INC., NORWICH, W. Y. 


*Downing, J. G. et al.: Use of 5-Nitro-2-Furaldehyde Semicarbazone in 

iB Dermatology, J. A. M. A. 133:299, 1947 © Shipley, E. R. et al.: Clinical 

: Observations on Furacin Soluble Dressing in the Treatment of Surface 

i, —WH ili Infections, Surg., Gynec. & Obst. 84:366, 1947 * McCollough, N. C.: 

tt; i CHEHUA Treatment of Infected War Wounds with a Nitrofuran, Indust. Med. 

16:128, 1947 © Wawro, N. W.: Newer Aspects of the Palliative Treatment 
of Cancer, Connecticut State M. J. 12:17, 1948. 
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Prompt, Safe, 
Symptomatic Relief 
in 
HAY FEVER 


In an accumulated series of more 
than 500 cases of hay fever reported 
by several different groups of inves- 
tigators, Neo-Antergan* Maleate 
produced relief or appreciable im- 
provement of symptoms in over 70 
per cent of the patients. 

Significantly, this symptomatic re- 
lief of allergic manifestations was 
effected with a relatively low inci- 
dence of undesirable side effects. 

In a recent study! in which several 
leading antihistaminic compounds 
were employed, Neo-Antergan was 
found to have little or no sedative 
effect in the majority of patients, 
and became the favorite medication 
of ambulatory patients who were 
treated with more than one antihis- 
taminic agent. 

High antihistaminic potency, ~_. 
bined with a high index of safet 
a relatively low incidence o 
effects, recommend Neo-Antergan 
for prompt, safe, symptomatic relief 
in hay fever and ‘other allergic mani- 
festations. 
mark of Merck & C the ry eee | pene pr 
Your ha mark o erc o., Inc. for its brand o 
stocks Neo-A oak Maleate pyranisamine. 








in 25 mg. and 50 mg. tablets, ” 
supplied in packages of 100and 1,000. ars = "1b4 . ne roan 
Nes - nlerqarn 
MALEAT : 
(Brand of Pyranisamine M 





(N-p-methoxy benzy!-N’,N’-dimethy!-N-a- srpdiditiltiatiaiidlaiatnn maleate) 


COUNCIL Se ACCEPTED 





MERCK & CO., Inc. AManufactuuing Chemis RAHWAY, N. J. 
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for emotional equilibrium in the menopause 


BENZEBAR* not only frequently alleviates the depression you see in menopausal 
patients, but also the nervousness. 

‘BENZEBAR’ is a logical combination of Benzedrine* Sulfate and phenobarbital. 
Thus, it provides the unique improvement of mood characteristic of “Benzedrine’ 
Sulfate and the mild sedation of phenobarbital. These two established agents work 
together to stabilize the patient’s emotions and to restore her zest for life and living. 
Each ‘Benzebar’ tablet contains: ‘Benzedrine’ Sulfate, N.N.R. (racemic amphetamine 


sulfate, S.K.F.), 5 mg.; phenobarbital, 4 gr. Smith, Kline & French Laboratories, Philadelphia 


Benzebar 


for the depressed 
and nervous patient 


*Benzedrine’ and “Benzebar’ T.M. Reg. U.S. Pat. Off. 
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At 60 years of age one third of all males have 
started to experience urinary bladder disturbances. 
Retention of urine, as from obstruction by a 
hypertrophied prostate gland, favors infection; 
thus cystitis or prostatitis may soon develop 
and be difficult to control. 









#7 ™ uRO-PHOSPHATE 


PHO 


the urinary antiseptic with a specific 
therapeutic action, is nontoxic, noncumulative, 
and virtually free from side effects. URo-PHOSPHATE is safe, 


even for the aged and debilitated. 


Effective against urinary bladder infections. Active against 
fer healtment a broader range of bacteria than are many other therapeutic 
agents; effective against B. coli, which is penicillin-resistant 
and present in 70-75% infections of the urinary tract. 


fer prophylaxis TO PREVENT RECURRENCE FROM REINFECTION. 


Uro-PHOSPHATE is useful also in pyelitis, nonspecific pro- 
statis, and to prevent infection from instrumentation. 
Each Uro-PHOSPHATE Tablet contains 7 14 grains methena- 





Supplied in bottles of mine and 10 grains acid sodium phosphate, of high purity 
. pete orp and proportioned for optimal non-irritating acidity and high 
preserve potency. concentration of formaldehyde in the urine. 





; 0., INC., RICHMOND, VIRGINIA 
WILLIAM P. POYTHRESS & C YTHRESS 


RICHMOND “ VIRGIN, 











Veo 
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its brand of Thonzylamine—N,N-dimethyl-N’-p-methoxybenzyl-N’-(2-Pyrimidyl ) 
ethylene-diamine monohydrochloride. 


SOUTHERN MEDICAL JOURNAL 


Here’s the Evidence 


---based on clinical findings in 999 cases 


NEOHETRAMINE® IS EFFECTIVE. it is useful in many 
patients in whom other antihistaminics produce marked sedation 
or other undesirable side-effects in the management of hay fever 
and other allergic disorders. 


NEOHETRAMINE IS LESS TOXIC than other available anti- 
histaminics; its lower toxicity is quantitatively more pronounced 
than its lower effectiveness. 


Prescribe NEOHETRAMINE HYDROCHLORIDE, brand of 
Thonzylamine Hydrochloride. 


Tablets: 25 mg., 50 mg., 100 mg., Syrup—6.25 mg. per cc.—bottles of 1 pint 
and 1 gallon. 














Neohetramine is the registered trademark of the Nepera Chemical Co., Inc., for Wyeth 
® 


w 


WYETH INCORPORATED 
PHILADELPHIA 3, PA. 
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“Vitamin By, per unit of weight, is the most effective 


antianemic substance known.” ehtne O60. As. ¥ic As ages: dim 


RUBRAMIN 


SQUIBB vitamin Bie concentrate 
now in plentiful supply 


> essentially painless, protein-free aqueous solution 

> approximately the same cost as Liver Extract 

1 ce. ampuls, each ampul containing 15 micrograms of 
vitamin B.:. Boxes of 5. 


Dosage for 15 microgram RUBRAMIN is the same as that for 
15 unit Liver Extract. 


ADEMARK OF F. R. SQUIBB & SONS 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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is pleased to 
announce that 
it has made 
available 

for use in the 


treatment of 


PSORIASIS 


EVINON 


specially purified 
undecylenic acid for 


oral administration 









Attention has recently been drawn to “an interesting approach” to the control of 
psoriasis and neurodermatitis. Perlman? has reported that following the oral use of 
undecylenic acid, psoriasis was relieved completely in 3 out of 17 patients, and was 
partially relieved in the remainder. “Relief of itching is sometimes noticed as early as 
two days after institution of treatment . . . undecylenic acid seems to hold a great 
deal of promise in the improvement and possible prevention of recurrences of psoria- 
sis and neurodermatitis.”* 


Sevinon® is available in gelatin capsules containing 0.44 Gm. undecylenic acid, 
highly purified for oral use. The dosage employed by Perlman? corresponds to 5 to 6 
capsules three times daily by mouth, continued in some cases for as long as six months. 


1. Undecylenic Acid and Psoriasis, editorial, J.A.M.A. 139:460, 1949, 
2. Perlman, H. H.: J.A.M.A. 1392444, 1949. 


*Sevinon trade-mark of Schering Corporation 


CORPORATION - BLOOMFIELD, NEW JERSEY 
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piliary ‘thaw 
In noncalculous cholangitis, stasis within the com- 
mon duct often underlies ascending infection. Inflam- 
mation and narrowing of the lumen fosters partial 
obstruction and accumulation of purulent matter. The 
dynamic action of Decholin Sodium and Decholin— 
hydrocholeresis—overcomes this biliary stasis. Under 
hepatic pressure copious, watery bile sluices down the 
biliary ducts like a spring thaw, carrying off pus, 
debris, mucus and stagnant bile. With drainage thus 
re-established the systemic response is improved. 
Therapy should be initiated with small, progressively 
increasing doses of Decholin Sodium given intraven- 


ously, followed by a course with Decholin tablets. 


S 


Decholin 


brand of dehydrocholic acid 


Tablets of 3% gr. in bottles of 25, 100, 500, and 1000. 


Decholin Sodium® (brand of sodium dehydrocholate) in 20% 
aqueous solution, ampuls of 3 cc., 5 cc., and 10 cc., boxes of 3 and 20. 


DECHOLIN and DECHOLIN SODIUM, trademarks reg. U.S. and Canada. 
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Synthetic Vitamin A ‘WARNER’ CAPSULES 


Eliminating 
fishy 
odor and 


WILLIAM R. WARNER & CO., INC. takes 
pride in announcing the synthesis of 
VITAMIN A and its availability to the 


medical profession for therapeutic use. 


Synthetic Vitamin A ‘Warner’ is iden- 
tical structurally, chemically, pharmacol- 
ogically and physiologically with natural 
vitamin A. 


Synthetic Vitamin A ‘Warner’ (Syn- 
thetic Vitamin A Acetate) is more stable 
than natural vitamin A, thus minimizing 
deteriorative losses or destructive losses 
in the gastrointestinal tract. Synthetic Vit- 
amin A Acetate ‘Warner’ is devoid of the 
fishy taste or odor so often found in nat- 
ural vitamin A preparations. 


The high stability of Synthetic Vitamin 
A ‘Warner’ assures greater available 
quantities for absorption and assimila- 
tion. Elimination of fishy odor and taste 
assures excellent tolerance by patients 
who are spared fishy aftertaste and fishy 
eructations. 


Synthetic Vitamin A ‘Warner’ is indi- 
cated in all conditions where vitamin A 
therapy is required. 


Synthetic Vitamin A ‘Warner’ (Syn- 
thetic Vitamin A Acetate), is available 
in packages of 24 sanitaped capsules, 
25,000 units each. 


WILLIAM R. WARNER & CO., INC. 
NEW YORK ST. LOUIS 
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| 
AT LAST! EFFECTIVE RELIEF IN BRONCHIAL ASTHMA 


9) 


——"“inconspicuous side effects 
| 


Prompt, complete relief in bronchial 
asthma and associated conditions . . . yet 
“causes very little central nervous 
stimulation and produces little or no 
pressor action.”? 

85% —90% effective relief in over 1400 
patients during an exacting 

8-year clinical study. 

Increased vital capacity . . . better feeling 
of well-being . . . essentially free from 
undesirable side actions. 


Its name is NETHAPHYL® 


Each capsule contains: Nethamine® 
Hydrochloride 50 mg., Butaphyllamine® 0.12 Gm., 
and phenobarbital 15 mg. 

Also available in half-strength. 


CINCINNATI 





1—Hansel, F. K.: Ann. Allergy, 5:397, 1947. 





Vol. 4 
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f; ELVI CLN. S simplify the 


problem of introducing high con- 


centrations of penicillin directly at 





the site of vaginal infection, achiev- 
ing optimal efficacy of the drug in 
cervicitis and other gynecologic 


conditions.” P ELVI CLN. S 


provide 100,000 units of crystalline penicillin G (potassium salt) 





in each suppository. Even where primary pathogens are not 
penicillin-sensitive, PELVICINS are of proved value 
in the elimination of susceptible secondary invaders, there- 
by enhancing the effectiveness of such additional medical or 
surgical measures as may be indicated. P ELVI CINS 
are supplied in boxes of 6 and 12, in- 


dividually wrapped in aluminum foil. 


1. Walter, R. I.; Goldberger, M. A.; and Lapid, L. S.: 


New York State J. Med. 48: 1159 (May 15) 1948. 


S chenley LABORATORIES, INC. 


850 FIFTH AVENUE, NEW YORK 1, N.Y. 





© Schenley Laboratories, Inc. 
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. this is the way 
to give phenobarbital 
to children 


Eskaphen B Elixir is the ideal 
phenobarbital preparation for children because: 
Its fluid form makes it easy to take. 

Its good taste makes it pleasant to take. 

Its mild and calming action is supplemented by 


the tone-restoring effect of thiamine. 


And this is important: 


Parents who ‘‘know all about phenobarbital’— 
and might be upset at the idea of giving a “‘sleep- 
ing mixture” to their children—don’t know you 


are prescribing phenobarbital when you write 


Eskaphen B Elixir 


the delightfully palatable 


combination of phenobarbital and thiamine 


Smith, Kline & French Laboratories, Philadelphia 


Each 5 cc. teaspoonful of ESKAPHEN B ELIXIR contains phenobarbital, '/, gr.; 
thiamine, 5 mg. 
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Smooth, refreshing, chocolate-mint-flavored 

suspension of nontoxic SULFASUXIDINE® 

‘ succinylsulfathiazole (95% retained in 

d escri p t on bowel), 10%; Pectin, 1%; and Kaolin, 10%. 
Particularly well accepted by infants and 

children. Toxicity is negligible. 











indications 


Nonspecific diarrhea, especially the 
“summer complaint” of infants. Consolidates 
fluid stools, soothes inflammation, checks 
enteric bacteria, detoxifies products 

of enteric putrefaction. 


CEMOSUXIOING. 


Sulfasuxidine* suspension with pectin and kaolin 





Infants: 2-3 teaspoonfuls, 4 times daily. 
Children: 1-2 tablespoonfuls, 4 times daily. 
Adults: 2-3 tablespoonfuls, 4 times daily. 
Supplied in 16 fl. oz. Spasaver@ bottles. 
Sharp & Dohme, Philadelphia 1, Pa. 


. SHARP 


DOHME 











2 
Pe 
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Neuritis, lack of appetite, migrating aches, 
lassitude and chronic fatigue, skin eruptions 
—all these symptoms may indicate partial or 
minor deficiency in the vitamins of the B 
group. Advanced deficiency may produce 
the less common pellagra or beri-beri. 


B Complex Preparations Armour 





offers full therapeutic value for these 
deficiencies. In the preparation of 
Armour B Complex glanules and 
liquid every precaution is taken 

to insure potency, activity, and 
physiologic balance. 


ARMOUR B COMPLEX PREPARATIONS 
ARMOUR THERAPEUTIC B COMPLEX TABLETS 


Each tablet contains: 


Secondary Liver Fraction ‘ ihae+<essae ae 

Thiamine Hydrochloride.................... 10.0 milligrams 
Riboflavin ss eigch Gant a bible al 20.0 milligrams 
Pyridoxine HC1 (Vitamin Bs)............... 0.5 milligrams 
Calcium Pantothenate...................... 5.0 milligrams 
Niacinamide ie .150.0 milligrams 


Suggested dose: One tablet per day or as directed by physician. 
Avaiiable in boxes of 100 tablets. 


ARMOUR B COMPLEX HIGH POTENCY CAPSULETTES 
Each capsulette contains at least: 


Secondary Liver Fraction 0.4 gram 

Thiamine Hydrochloride... ....... 2.0 milligrams 
Riboflavin . ae éavats ..... 4.0 milligrams 
Pyridoxine HC1 (Vitamin Bs)........... ... 0.25 milligrams 
Calcium Pantothenate.................. 2.5 milligrams 
Niacinamide.... — 20.0 milligrams 


Suggested dose: One to two capsulettes three times a day at 
mealtime or as directed by physician. Available in boxes of 
100 capsulettes. 
ARMOUR B COMPLEX CONCENTRATE (LIQUID 


Each fluid drachm (one teaspoonful) contains at least: Have confidence in the preparation 


Vitamin B; (Thiamine Hydrochloride) .. . . 0.450 milligrain ie oe ve 
Vitamin Bz (Riboflavin)... . Sbace 80.0 micrograms you prescribe — specify “Armour 
Nicotinic Acid. : 1.250 milligrams 


Suggested dose: One to two teaspoonfuls three times a day 
or as directed by physician. Available in 8 oz. bottles. 


Liver Extract and Yeast Concentrate 200.0 milligrams 
(Derived from 8 grams fresh liver and 0.2 grams fresh yeast.) ARMOUR 


HEADQUARTERS FOR MEDICINALS OF ANIMAL ORIGIN . CHICAGO 9, ILLINOIS 
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Controlled action in digestive distress 


When pain, heartburn, belching, 
nausea, or unstable colon are due 

to gastrointestinal spasm, Mesopin 
provides an effective means 

for prompt relief. Its selective antispas- 
modic action on the digestive tract 
controls spasticity with 

virtual freedom from 


the undesirable Me S © ( 


side effects of atropine —_gelective 

or belladonna. gastrointestinal 
Thus, symptomatic relief antispasmodic 

of many spastic 

disturbances of the stomach ey 
or intestines can be lal 
achieved with discrimination 

and greater safety. 


' * 


Y 





Supplied: Mesopin (2.5 mg. per tablet) 
is available on prescription in 
bottles of 100 tablets. 

Samples sent on request. 










ce 


*brand of homatropine methy! bromide 


Endo Products Inc., Richmond Hill 18, N.Y. 
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uinine 


is again available in ample supply 





All government restrictions on the use of quinine in 
general practice have been removed. 


The clinical effectiveness of quinine, coupled with its almost 
complete absence of toxicity, strongly recommend it in the 
treatment of malaria. 


You may again also prescribe quinine whenever its use is indicated, as in: 


minor surgery influenza 
hemorrhoids myotonia 
obstetrics anemia (with iron) 
varicose veins hydrocele 
trachoma 


You may also prescribe quinidine whenever its use is indicated, as in: 


auricular fibrillation ventricular trachycardia 


Cinchona Products Institute, \nc., 10 Rockefeller Plaza, N.Y. 20 


Quinine... the NATURAL Remedy for Malaria 


Publications and abstracts on the uses of cinchona alkaloids are available on 
request. Please state your special interests in requesting information. Publi- 
cations of the Cinchona Products Institute, Inc. of general interest include: 


The Technique of Blood Examination in Malaria (with 5 colored illustra- 
tions of malaria plasmodia) 


Quinine Formulary (revised edition) Quinine and Quinidine in General Practice 
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hor a 
GREATER FALL 
im blood, prossure 





Of the many drugs used to lower arterial 

pressure in hypertension, Biologically Standardized 

veratrum viride (in CRAW UNITS*) produces the 

greatest fall in blood pressure in the greatest number of patients. 
VERATRITE represents a practical modification of this effective 
hypotensive drug for everyday management of the mild and moderate 
cases of essential hypertension. Prolonged action, wide range 

of therapeutic safety and complete simplicity of administration are 
specific advantages of Veratrite therapy. Each Veratrite 

Tabule contains: Biologically Standardized veratrum 

viride 3 CRAW UNITS; sodium nitrite 1 grain; phenobarbital 


1/4 grain. Samples and literature on request. 


IRWIN, NEISLER & COMPANY & DECATUR, ILLINOIS 


Veratrite® 





*a research development 
of the Irwin-Neisler 
Laboratories 


OF EFFECT 
OURS 
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Visceral 






Discomfort 


Through central cerebral action and local para- 
sympathetic blocking, Elixir Hybephen relieves 
the discomfort associated with smooth muscle 
hyperactivity in pylorospasm, cardiospasm, gas- 
tric hypermotility, spasticity of the colon and 
functional diarrhea. It achieves this objective 
through the combined influence of phenobar- 


* bital, tincture of belladonna, and tincture of 

throug h this hyoscyamus, all of which are incorporated in a 
rational fo rmula palatable, pleasant vehicle. 

Elixir Hybephen exerts its action rapidly and 

Each teaspoonful (5 cc.) presents: may be given continuously for a prolonged period 

Phenobarbital...... 14 gr. during episodes of abnormal psychomotor tension. 

Tincture Belladonna 5 minims It is also an excellent adjuvant in the treatment 

Tincture Hyoscyamus 15 minims of bronchial asthma and asthmatic bronchitis. 


THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK - SAN FRANCISCO + KANSAS CITY 


CY) Qi 











Vol. - 
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CerEvim 


Tas ge LOOT 


(CEREAL + VITAMINS + MINERALS) : 


STE bale ee 


Cerevim contains eight natural foods: whole 
wheat meal, oatmeal, corn meal, barley, 
wheat germ, non-fat milk solids, brewers’ dried , 
yeast, and malt. In addition to the naturally 
occurring minerals and vitamins of these foods, 
Cerevim is fortified with added thiamine hydro- ; 
chloride, riboflavin, niacinamide, reduced iron 
and calcium. Cerevim therefore combines the 
advantages of the whole grain cereals with 


Falalable 


APPROXIMATE ANALYSIS 


funte HSER a the better digestibility of the refined cereals. 
Carbohydrates (difference) $6.0%, * : 

Fat (ether extract) 1.5% It is thoroughly pre-cooked and requires only 
Aste(minerals) 5.5% mixing with warm water, milk, or formula. 
Moisture 6.0% 

Crude fiber not over 2.0% 

Phosphorus 0.51% (145 mg. per oz.) 

tron 0.03% (7.5 mg. per oz.) 

Copper 0.001% (0.3 mg. per oz.) 

Calories per ounce 104 


THE FOLLOWING ARE ADDED IN 
SUFFICIENT AMOUNTS TO BRING 
THE TOTALS TO AMOUNTS 
INDICATED 
Thiamine hydrochloride 0.6 mg. per oz. 





Riboflavin 0.9 mg. per oz. 
Niocinamide 6.0 mg. per oz. 
Reduced Iron 7.5 mg. per oz. 

Calcium (added as CaC0;) . 

300.0 mg. per oz. e 

e 

. 

oe 

. 

se 

« 
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COLUMBUS 16, OHIO © SIMILAC \ 7 DIVISION 
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when ilk becomes 








a dietary dilemma 


Problem: When casein or other animal protein 

sensitivity renders all natural or processed milks* 
contraindicated in the pediatric dietary, because 

of eczematous, gastro-intestinal or other reactions, 
how can allergy be avoided and proper 

infant nutrition still be maintained? 


Solution: Replace milk with Mull-Soy, the liquid 
hypoallergenic soy food—completely free of offending 
animal proteins. Mull-Soy is a biologically complete 
vegetable source of all essential amino acids, and 
closely approximates whole cow’s milk in 

fat, protein, carbohydrate, and mineral content 
when diluted 1:1 with water. It is quickly prepared, 
palatable, easily digested and well-tolerated—equally 
desirable for infants, children or adults. 

*Goat’s milk and processed cows’ milk have unmodified casein factors. 
BORDEN’S PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE, NEW YORK 17, N. Y. 
In Canada write The Borden Company, Limited, Spadina Crescent, Toronto 














Mull-Soy is a liquid 
hypoallergenic food prepared 
from water, soy flour, soy 

oil, dextrose, sucrose, calcium 
phosphate, calcium carbonate, 
salt, and soy lecithin; 
homogenized and sterilized. 
Available in 1514 fl. oz. cans 
at all drugstores. 

















ull-soy 


When Milk becomes 
"Forbidden Food" 
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SCIENTIFIC 
PRENATAL 
SUPPORTS 


a 


Designs developed over many 
years, in full consultation with 
Obstetricians, insure ample 
support for the abdominal . 
musculature, pelvic girdle and 
lumbar spine without con- 
strictionatany point. AllCamp 
Supports are accurately fitted 
about the pelvis. Thustheuter- 


« 


us is maintained in better po- 
sition, the abdominal muscles 


and fasciae are conserved and 


ae capa. 


there is support for the re- 
laxed pelvic joints. The patient 
is assisted in maintaining bet- 
ter balance in the course of 


the postural changes of preg- 


nancy. Physicians may rely on 
the Camp-trained fitter for 
precise execution of all 


See 


instructions. 

If vou do not have a copy of 
the Camp ‘‘Reference Book for 
Physicians and Surgeons’”’, it 





will be sent on request. 





THIS EMBLEM is displayed only by reliable merchants in your community. Camp Scientific Supports 
are never sold by door-to-door canvassers. Prices are based on intrinsic value. Regular technical 
and ethical training of Camp fitters insures precise and conscientious attention to your recommendations. 


S.H. CAMP & COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago e Windsor, Ontario ¢ London, England 
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A COMPARATIVE STUDY 


THE EFFICACY OF THE SUPPOSITORY FOR CONCEPTION CONTROL 


2° One of the greatest obstacles to the prescription of contraceptives by 
physicians has been the belief that the diaphragm with a spermicidal jelly or 
cream is the only reliable method which the patient herself can employ. ?9* 


The Suppository Technic. 


Studies at a Baltimore clinic re- 
vealed that the simple, Lorophyn 
Suppository method of conception 
control is an effective technic. 
Over 300 patients for whom 
Lorophyn Suppositories were pre- 
scribed for periods of six months to 
over two years, had a total concep- 
tion rate of only 16.2 pregnancies 
per 100 woman-years of exposure 





to the opportunity of becoming 
pregnant. This rate was compared 
to some reported in the literature 


with diaphragm and jelly: 12, 15, Lorophyn* Suppositories (N.N.R. ) contain 
18 and 33. phenylmercuric acetate 0.05% and glyceryl 

Equally favorable results with laurate 10% in a water-dispersible, self-emul- 
Lorophyn Suppositories were ob- sifying, synthetic wax base. Hermetically sealed 
tained in South Carolina clinics. in foil, they will not leak in hot weather. 


EATON LABORATORIES, INC., NORWICH, N. Y. 


3 Eastman, N. J. & Seibels, R. E.: The Efficacy of the Suppository and of 
Jelly Alone as Contraceptive Agents, J. A. M. A. 139:16 (Jan. 1) 1949. 


(Reprint of above article on request) 
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June, 1949 up to 35% 
*Ciba brand of testosterone 
propionate, U.S. P. 











History of 
Perandren* Reductions 
January, 1939 . . 10% 
June, 1943. . . . 10% 
January, 1947 . . 20% 
August, 1947. . . 35% 
February, 1949 up to 30% 

















Behind Perandren Price Reductions 


GAIN in June, Ciba reduced the prices of Perandren by amounts up to 35 per 
A cent. This was the second such reduction in 1949. 


Ciba introduced Perandren in 1936 as the result of the successful synthesis of 
testosterone propionate after years of exhaustive research. Ever since, this product 
has been subjected to a policy of investigation of all phases of its clinical application 
as well as the efficiency of its manufacture. This policy has been supported by large 
investments of money and research effort. 


One result of this broad program has been the data and conservative advice which 
Ciba has been able to place at the disposal of the medical profession. Another result 
has been a gradual increase in manufacturing efficiency with its concomitant savings 
in cost. These savings, together with those which have come from the steadily 
increasing demand for Perandren, have been passed on in large part to the user, in 
conformity with what Ciba conceives to be its responsibility to the medical pro- 
fession and the public. 


Ciba was the first to bring about drastic reductions in the price of testosterone 
propionate. Now Perandren is benefiting many tirmes the original number of 
patients, and, with the announcement of another price reduction, Perandren is less 
than 20% of its original price. 


This is concrete evidence of our adherence to the Ciba policy of sharing economies 
from technological advances with those who enjoy the therapeutic benefits of 
Perandren, the Ciba brand of testosterone propionate. 





JOSEPH S. BATES 
President 


qd PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


PERANDREN—T. M. Reg. U.S. Pat.Of. 2/1800 
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CHECK LIST 


for choice of 
a laxative 


Pheshe- TYPE OF Wi treltelolti-wn MF a-halols 


unutne ACTION 


Y Prompt action 

Y Thorough action 

Y Gentle action 
7 


SIDE 
EFFECTS 


Y Free from 


Mucosal Irritation 


VW’ Absence of Con- 
stipation Rebound 


Y No Development 
of Tolerance 


Y Safe from Excessive 
Dehydration 


W No Disturbance of ° 
Absorption of through controlled action 


Nutritive Elements 


Causes no 
Pelvic Congestion 


No Patient 
Discomforf 


Nonhabituating 


Free from 
Cumulative Effects 


° C B. FLEET CO. INC 
ADMINIS- 
TRATION 
Y Flexible Dosage 
W Uniform Potency 


YW Pleasant Taste 
* 


PHOSPHO-SODA 


Pe (FLEET)* 
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minerals 





supplementary minerals, in addition to vitamins, may give that extra nutritional 
impetus needed by the patient. 


may make the difference 





because vitamins and minerals are nutritionally inter-dependent . . . adequate vita- 
mins and minerals are essential to full utilization of carbohydrate, proteins, fats 
... deficiencies of both vitamins and minerals may often be produced by the same 
causes (unbalanced diet, pregnancy, etc.) 


vl-syner 


In each capsule... Vi-Syneral Special Group 








































oo: me vitamins minerals 
Vitam tural) 12,000 units Calcium* 50 mg. 
Vitamin D (natural) 1,200 units Phosphorus | 47 mg. 
Thiamine (B,) 5.0 mg. Iron 15 mg. 
Riboflavin (Bz) 3.5 mg. Magnesium |1.0 mg. 
Niacinamide 20.0 mg. 








Copper 1.5 mg. 
































Pyridoxine (B5) 2.0 mg. - 

Calcium Pantothenate 5.0 mg. Zinc 1.0 mg. 
Ascorbic Acid (C) 75.0 mg. Iodine 0.1 mg. 
Alpha Tocopherol (E) 4.0 mg. Manganese | 1.0 mg. 
B Complex factors 50 mg. yeast “as 170 mx. di-calcium phosphate 








Literature and samples upon request. 


u. s. vitamin corporation 


casimir funk laboratories, inc. (affiliate) 
250 East 43rd Street, New York 17, N.Y. 
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Evidence accumulates*... 


in support of T-BARDRIN (ANGIER) 


In a series exceeding 150 cases of bronchial asthma and nasal allergy recently con- 
cluded, findings enthusiastically confirm the effectiveness of T-Bardrin therapy through 


the rectal route. 


FORMULA 


Each T-Bardrin 
Suppository contains: 
Pentobarbital sodium 


(Warning: may be habit forming) 


Theophylline 0.40 gm. 
Ephedrine hydrochloride 0.05 gm. 
Benzocaine 0.06 gm. 


(In a cocoa butter base) 


SAMPLES AND LITERATURE available when requested on professional letterhead. 


0.05 gm. 
Phenobarbital sodium 0.05 gm, 


Highlights of report — 

Only the most difficult cases were selected for treatment. 

Efficacy in children was dramatic with 93% response to medica- 
tion. With first suppository, sympt disappeared in a few minutes 


and most patients remained symptom-free for from one to three 
days. 





Marked response was shown in 75% of adult cases in whom re- 
sponse to other medication was transitory or lacking. 


No untoward reactions were noted among the entire series. 


*To be published 1949 (author's name on request) 





ANGIER CHEMICAL COMPANY, Boston 34, Mass. 


Mahufacturing Chemists since 1886 


IMPROVE YOUR RESULTS 






IN CANCER OF THE CERVIX 


ne high percentages of 5-year cures 
in Carcinoma of the Cervix are reported by institu- 
tions employing the French technique illustrated 
here. Ametal rubber applicators encase the heavy 
primary screens and provide ideal secondary filtra- 
tion to protect the vaginal mucosa. Radium or Radon 
applicators for the treatment of Carcinoma of the 
Cervix and provided with Ametal filtration are avail- 
able exclusively through us. Inquire and order by 
mail, or preferably by telegraph or telephone revers- 
ing charges. Deliveries are made to your office or 
hospital for use at the hour you may specify. 





THE RADIUM | EMANATION CORPORATION 


GRAYBAR BUILDING Tel. MUrray Hill 3-8636 NEW YORK 17, N. Y. 
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You have one outstanding drug 
for the treatment 


of depression 





In the depressed patient, 
‘Dexedrine’ Sulfate can be depended upon 

to dispel the characteristic “chronic fatigue”; 
to induce a feeling of energy and well-being; 





and to restore optimism, mental alertness 
and capacity for work. 

Dexedrine’s anti-depressant effect is notable 
for its freedom from distracting elation, 





irritability and inward nervous tension. 
Its uniquely “smooth” action spares the patient 
the uncomfortable feeling of “drug stimulation”. 


itu- 
ted 
IVy 
tra- 
jon 


“|| Dexedrine Sulfate sacs ¢ tix 


ers- 


oF The anti-depressant of choice 





Smith, Kline & French Laboratories Philadelphia 





“Dexedrine’ T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, $.K.F, 
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since 1. Optimal body function is dependent on vitamin adequacy; 
since 2. Unicap* Vitamins assure economic availability and intake constancy; 
therefore 3. Vitamin deficiencies are inexcusable today. 


Only 2.8¢ a day can help assure vitamin adequacy with 


a UNICAP a day 


FINE PHARMACEUTICALS SINCE 1886 





*Trademark, Reg. U.S. Pat. Off. 
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a substantial, 

sustained 

decline in 

blood pressure 
towards 


normotension 


HAIMASED 








n hypertension 


HAIMASED (Tilden) presents Sulfocyanate (Thiocyanate} 
therapy at its best. . . the first liquid Sulfocyanate product introduced in 
the United States . .. stable, palatable, easy-to-take, sugar-free. 


Judiciously administered, HAIMASED is a reliable aid in reducing elevated 
blood pressure and controlling its symptoms in a gratifying percentage of 


hypertensive patients. In many cases pressure declines 30 to 50 mm. Hg. 
and stays down. 





Each 100 cc. of HAIMASED represents 4.4 Grams (20 grains to the fluid 
ounce) of Sodium Sulfocyanate. 


sample and literature upon physician’s request 


The TILDEN Company + new LeBaNon, N. ¥. @ ST. LOUIS 3, MO. 


125 YEARS OF FAITHFUL SERVICE TO THE 
MEDICAL PROFESSION BY THE OLDEST 
MANUFACTURING PHARMACEUTICAL HOUSE 
IN AMERICA! FOUNDED 1824 
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SUCCESSFUL IN 


i, INFANT NUTRITION (is 


The advantages of these 
Nestlé products in the 
feeding of infants have 
been confirmed by long 
and widespread usage. 











SPR .Y DRIED ACIDIFIED * SPRAY DRIED 
LACTOGEN DEXTROGEN PELARGON 
HOMOGENIZED HOMOGENIZED HOMOGENIZED 
WHOLE COW'S MILK WHOLE COW'S MILK WHOLE COW’S MILK 
Modified with Modified with Modified with 
MILK FAT DEXTRINS - MALTOSE GLUCOSE - SUCROSE 
LACTOSE DEXTROSE STARCH 


Reinforced with IRON Reinforced with IRON 


SSCOSSCSHSSSSSHSSSSESEEESSESESESEHESHSHESSESESESESESESEE 
SOHSSSSSSSSSSSSSSHSSSHESSHSSSSSSSSSHESSHESSESHESHEEHSSEESE 
SHCHSSHSHSSSSHESSHSHSSHSSSSESSSHSSSSSSSHOSSSSSSSSSSHESSHESETESES 


. IRON 
Reinforced with 2 vitamins 
ABC&D 





SCHOSSSSSSEHSSSHSSHSSESSHESESSESESSSESESESESEESESESEEESESED 
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a directed therapy ‘or 
testinal infection 


THALAMYD 


phthalylsulfacetimide-Schering 





THALAMyD* has useful properties for combating sulfona- 
mide-sensitive enteric organisms in bacillary dysentery, 
in ulcerative colitis, and in the preoperative sterilization of 
the intestine. Therapeutic dosage does not lead to detectable 
sulfonamide blood levels, hence there is no problem of 
systemic toxicity sometimes occurring with “absorbable” 

If ides. Renal damage and aberrations of the blood 
picture do not occur. THALAMYD is absorbed, however, 
by diffusion, into the intestinal wall, where effective local 
concentration is established — where highest antibacterial 
action is required. Thus, 





in preoperative sterilization, the bacterial flora can be vir 
tually eliminated after four to five days treatment with THALAMYD. 
Thus elective intestinal surgery can be planned for this optimum time 
and carried out with minimal risk of infection;? 


in ulcerative colitis, there is both symptomatic and objective 
benefit in more than half of the cases, according to x-ray and sig- 
moidoscopic criteria.* 


THALAMY D, Schering’s phthalylsulfacetimide, tablets 
of 0.5 Gm., bottles of 100 and 1000 tablets. 


1. Seneca, H., and Henderson, E.: In press. 
2. Heineken, T., and Seneca, H.: Rev. Gastroenterol. 15-611, 1948. 


& 


CORPORATION* BLOOMFIELD, NEW JERSEY 


*Twacamyp trade-mark of Schering Corporation 








THE EVIDENCE IS BUILDING UP 


“markedly benefited’ 
"% benefited . . . 73” 
“relief obtained’”® 
“definite relief’’* 
“relieved 56 per cent’ 


IN HAY FEVER 







HYDRYLLIN 





“The results in hay fever with Hydryllin were very striking. Twenty of 
twenty-three seasonal hay fever patients (86.9 percent) were markedly 
benefited, receiving relief varying from 50 to 100 per cent.”! 


"% benefited . . . 73."2 In table | it is shown that Hydryllin benefited 
73 per cent of ninety-seven patients with seasonal and perennial 
allergic rhinitis. 


Relief Obtained 





Number 
"Symptom of potients 100% 75% S0% 20% 0 
Hay Fever 81 oF. 2. 3 I 5 14"3 


",..in a group of hay fever cases, 14, or 52 per cent, obtained definite 
relief (50 to 100 per cent amelioration of symptoms) with Hydryllin. 
In some cases relief followed immediately after the first use of the drug, 
but in other cases it was necessary to increase the dose to three to six 
tablets daily."’4 


“Hydryllin relieved 56 per cent of 86 patients. .. .”° 


AND IN ASTHMA 


“In the asthmatic cases, both those with asthma due to pollen and those 
having asthma from other sources, the figures of the effectiveness of the 
drug are more impressive than those of other antihistaminics."® 


Combination in the Treatment of Allergic Disorders, New York 


1. Levin, S. fend Moss, S. S.: Hydryllin in Asthma and Hay Fever, 2 ee 
¢ | ¢ 3 Michigan M. Soc. 47:869 (Aug.) 1948. 4 Markow, H.; Bloom, S., and Leibowitz, H.: An Evaluation of 
3 i i Aminophyliin) in the S i 











i Hydryilin (0: and th 
2. Gay, & N.; Landay, S. W.; Carliner, P. E.; Davidson, N. S., Fursten- 7 Aine 
berg, F. F.: Merman, N. B.; Nelson, W. H., Parsons, J. W., and Treatment of Allergy, New York State J. Med. 48:2390 (Nov. 1) 1948. 
Wink der, W. W.: Comp Study of Antihistamine Sub- 5. Arb , C. E.: ive Studies of Several Antihistamimc 
stances: #11. Clinical Observations, Bull. Johns Hopkins Hosp. Drugs, J. Allergy, 19:178 (May) 1948. 
83:356 (Oct) 1948. 6. Committee on Therapy of the American Academy of Allergy, St 
3. Brown, E. B., and Brown, F. W.: The Use of a New Antihistaminic Louis, Dec. 15-17, 1947. 
® HYDRYLLIN TABLETS contain: 
Diphenhydramine.. 1... eee creceneccccece 25 mg. 
Aminophyllin. 2.2 cccccccccccccccccccscces 100 mg. 
SE ARLE HYDRYLLIN with Racephedrine Hydrochloride 
Each tablet contains: 
Hydryllin. oc cccccccccccccccccccccccscces 125 mg 
Research in the Service of Medicine Racephedrine Hydrochloride. ......-.s++e++ 25 mg. 


HYDRYLLIN ELIXIR (4 cc. = 1/2 Hydryllin tablet) 


G. D. SEARLE & CO., CHICAGO 80, ILLINOIS HYDRYLLIN COMPOUND (cough syrup preparation) 
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1949 


anamemenemms 





cs 
COUNCIL OW 

DHARMALY 

CHEMISTRY 


DIPHOSPHATE 
Brand of Chloroquine Diphosphate 


Available in tablets of 0.25 Gm., 
tubes of 10 and bottles of 100. 


Four Dose Treatment: Adults, 4 
6 to 8 hours, and Z tabletsoneach 
of 2 consecutive days. Total only 
10 tablets in 3 days, 


For Suppression: Adults, only 2 
: tablets once a week. ie : Shea ‘ 
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| TRS So heavy was the death 
; 


toll from malaria in ancient 
| times, that a Chinese 
manuscript of the third 
century B. C. advised 

the traveler preparing for a 
journey to regions where 
chang-chi (“malicious air”) 
prevailed to make 
arrangements for the 
remarriage of his widow.' 








Malaria still presents an outstanding medical prob- 
lem, although great strides have been made in 
malaria control and therapy. Aralen signalizes an 


important advance in the treatment of malaria. 


possesses these qualities: 
e highly effective—producing rapid sympto- 
matic relief 


e few relapses and long periods between 
relapses 


e low incidence of gastro-intestinal irritation 

e no discoloration of the skin 

e well tolerated in therapeutic doses 
AUTHORITATIVELY RECOGNIZED 

Extensive investigations carried out under the aus- 
pices of the Board for the Coordination of Malarial 


Studies of the National Research Council estab- 
lished the great value of Aralen diphosphate.” 





Beckman, H.: Treatment in General Practice. Philadelphia, W. 8. Saun- 
ders Co., 1946, p. 103. 

Loeb, R. F. (Chairman, Board for Coordination of Malarial Studies) et 
al: Activity of a New Antimalarial Agent, Chloroquine (SN7618), 
J.AM.A,, 130:1069, Apr. 20, 1946. 


bd 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


FOR THE 
GENERAL SURGEON 


A combined surgical course comprising general surgery, 
traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological surgery, urological surgery. 
Attendance at lectures, witnessing operations, examina- 
tions of patients preoperatively and postoperatively and 
follow-up in the wards postoperatively. Pathology, 
roentgenology, physical therapy. Cadaver demonstra- 
tions in surgical anatomy, thoracic surgery. Anesthesia. 
Operative surgery and operative gynecology on the 
cadaver. 


FOR THE 
GENERAL PRACTITIONER 


Intensive full-time instruction in those subjects which 
are of particular interest to the physician in gene-al 
Practice, consisting of clinics, lectures and demon- 
strations in the following departments — medicine, pe- 
diatrics, cardiology, arthritis, chest diseases, gastroenter- 
ology, diabetes, allergy, dermatology, neurology, minor 
surgery, clinical gynecology. proctology, peripheral vas- 
cular diseases, fractures, urology, otolaryngology, path- 
ology, radiology. The class is expected to attend de- 
partmental and general conferences. 





ROENTGENOLOGY 

A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all standard 
general roentgen diagnostic procedures, methods of ap- 
plication and doses of radiation therapy, both x-ray and 
radium, standard and special fluoroscopic procedures. 
A review of dermatological lesions and tumors susceptible 
to roentgen therapy is given, together with methods 
and dosage calculation of treatments. Special attention 
is given to the newer diagnostic methods associated with 
the employment of contrast media such as bronchography 
with Lipiodol, uterosalpingography, visualization of car- 
diac chambers, perirenal insufflation and myelography. 
Discussions covering roentgen departmental management 
are also included. 


EYE, EAR, NOSE and THROAT 

A three-months combined full-time refresher course con- 
sisting of attendance at clinics, witnessing operations, 
lectures, demonstration of cases and cadaver demonstra- 
tions; operative eye, ear, nose and throat on the cadaver; 
clinical and cadaver demonstrations in bronchoscopy, 
laryngeal surgery and surgery for facial palsy; refraction; 
radiology; pathology; bacteriology; embryology; physi- 
ology; meuro-anatomy; anesthesia; physical therapy; 
allergy; examination of patients preoperatively and 
follow-up postoperatively in the wards and clinics. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 














HILL CREST SANITARIUM 
FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


James Keene Ward, M.D., Associate Physician 
Phones 9-1151 and 9-1152 
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—, — 
One of America’s Fine Institutions . . . 
Dedicated to the Scientific Treatment of Nervous and Mental Disorders , 
...Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 
Homie M. Came. “" Psychiatrist-in-Chief 
tlanta ice, 384 Peachtree Street Reservation Necessary 
Dr. Willis T. McCurdy, Attending Physician 
Dr. J. Rufus Evans, Attending Physician BROOK HAVEN MANOR SANITARIUM 
Elizabeth Hancock, Psycho-Therapist STONE MOUNTAIN, GA 
85 Consulting Physicians and Surgeons . , 
B We do not treat acute alcoholic intoxication or narcotic addiction 











APPALACHIAN HALL 
ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdoer sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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Auminum PENICILLIN. 


ORAL TABLETS 


Aluminum Penicillin Oral Tablets are clinically effective in the treat- 
ment of penicillin susceptible infections. 

Containing the almost insoluble trivalent aluminum salt (not a mix- 
ture), they provide for maximum utilization of the dose administered. 

Low solubility of Aluminum Penicillin renders it much less liable to 
inactivation in the stomach. Destruction in the intestinal tract is in- 
hibited by the addition of sodium benzoate. Slow conversion to a 
readily absorbed form in the more alkaline conditions of the intestinal 
tract enhances clinical effectiveness. 

Aluminum Penicillin is not toxic in doses far exceeding those used 
therapeutically and does not cause gastric disturbance. 

Detailed information will be sent to physicians on request. 


Specify Aluminum Penicillin Oral Tablets, H. W. & D. 


Supplied in vials of twelve tablets each containing Aluminum 
Penicillin, 50,000 units, and sodium benzoate, 0.3 gram. 


a) 


0, 
ta] 7. *Patent applied for 
*b/e4, iN 


HYNSON, WESTCOTT & DUNNING,INC. <QQ> s3225 
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INTERNAL FIXATION OF THE FEMUR 
WITH THE KUNTSCHER INTRA- 
MEDULLARY NAIL* 


By S. BENJAMIN Fow er, M.D. 
and 
DANIEL C. RiorDAN, M.D. 
Nashville, Tennessee 


Intramedullary fixation of bones is not new, 
but it has remained for Kuntscher! to present 
a method of fixation in fractures of the shaft of 
the femur which is so secure and strong that 
when properly used in selected cases no other 
method of fixation is necessary. It has the fur- 
ther important advantage of allowing continuous 
impaction of the fragments to insure union. With 
his method of treatment it is possible to obtain 
results in certain fractures of the femur which 
are not possible with any other technic. The 
economic advantage to patients who need be 
hospitalized only a few days, and who are 
quickly able to return to a gainful occupation 
with a normal limb, is in marked contrast to the 
usual patient who is hospitalized in traction 
from six to eight weeks and who then wears a 
spica cast for an additional six to eight weeks, 
and following all that, begins his struggle with 
a weak limb and a stiff knee. 

When improperly used, however, there are 
probably more complications with this type of 
treatment than with any other method. The 
fracture line must lie within the upper two- 
thirds of the shaft of the femur and at least 
one inch below the lesser trochanter, and the 
fracture line should be largely transverse. A 
rigid selection of patients is essential, and one 
must not compromise in the technic or in the 


*Read in Section on Orthopedic and Traumatic Surgery, South- 
ern Medical Association, Forty-Second Annual Meeting, Miami, 
Florida, October 25-28, 1948. 


materials for fixation which are to be used. It 
has been used extensively and indiscriminately 
on the European continent, particularly in Aus- 
tria and Germany,’ and the results overall have 
been poor when the nail was not used wisely. 
The bad results, however, have been due to poor 
apparatus, poor technic and indiscriminate selec- 
tion of cases. It has been recommended as a 
treatment for infected ununited fractures, for 
fresh compound fractures, for pathologic frac- 
tures, and almost any condition of the femur 
that one could conceive. No less a surgeon than 
Bohler of Vienna at one time recommended its 
use in gunshot fractures of the femur. 


This report concerns the use of the Kuntscher 
intramedullary nail in twenty-six cases of frac- 
tures of the shaft of the femur. 


In our experience we have found that the use 
of the Kuntscher intramedullary nail is indi- 
cated in less than 10 per cent of fresh fractures 
of the femur. Long spiral fractures or com- 
minuted fractures are unsuited. The large but- 
terfly type of fragment also contraindicates the 
intramedullary nail and, as previously men- 
tioned, the fracture site must lie within the 
upper two-thirds of the shaft of the femur and 
at least one inch below the lesser trochanter. 
The principal field of usefulness of the intra- 
medullary nail is in the following types of cases: 


(1) Femoral shortening 

(2) Malunited fractures 

(3) Ununited fractures 

(4) Fractures which do not reduce satisfactorily with 
traction and which should be operated upon in 
any event 

(5) Double fractures of the shaft of the femur 

(6) Fractures which pose special problems in im- 
mobilization, or in which early mobilization is 
essential 


We have had several cases of this last type 
and it is here that we have found the intra- 
medullary nail to have the widest field of use- 
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fulness. One of our patients had a transverse 
fracture of the midshaft of the left femur and 
on the right side he had a fracture-dislocation 
of the neck of the femur with a complete sciatic 
palsy. By nailing the left femur we were able 
to disregard it in our management of the more 
severe injury. We have also had a case where 
a transverse fracture of the femur was associated 
with a severely comminuted fracture of the pa- 





Fig. 1A 
Comminuted fracture of patella and fracture at midshaft 
of femur. Preoperative x-rays. 





Fig. 1B 
Comminuted fracture of patella and fracture at midshait 
of femur. Postoperative twelve weeks. 


July 1949 


tella, and on nailing the femur we were able to 
excise the patella, suture the patellar tendon 
and disregard the fractured femur insofar as 
early postoperative care was concerned. Recently 
we had a patient with bilateral midshaft femoral 
fractures who likewise had lacerations of approx- 
imately 90 per cent of the quadriceps femoris 
musculature, and we were able to nail the fem- 
oral fragments, suture the quadriceps muscles 





Fig. 2A 
Bilateral femoral shaft fractures with severe laceration 
quadriceps. Preoperative lateral x-rays of both femora. 





Fig. 2B 
Bilaterai femoral shaft fractures with severe laceration 
quadriceps. Right femur sixteen weeks. 
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and begin early mobilization of the knees with 
the result that within eight weeks’ time the pa- 
tient had normal quadriceps function and normal 
knee motion in both legs. 


We have used the open method of nailing in 


all of our cases. The fracture site is exposed 
through a small incision and the guide pin is 
inserted into the distal end of the proximal frag- 
ment and driven out through the top of the 
greater trochanter until it may be palpated sub- 
cutaneously. It is then exposed through a small 
incision and the Kuntscher nail is driven down 
over the guide pin until the fracture site is 
reached. The guide is then withdrawn, the frac- 
ture reduced and the nail driven in until two 
centimeters of the nail project above the greater 
trochanter. The anterior femoral approach to 
the femur makes it much easier to manipulate 
the fragments and to introduce the guide pin and 
the nail. All patients are given a blood trans- 
fusion during surgery. In malunited and un- 
united fractures we have considered it necessary 
to use iliac bone chips which are packed about 
the fracture site with no fixation of the chips 
other than that afforded by closure of the wound. 
In femur shortening the bone which is removed 
to afford the shortening is splintered and placed 
about the fracture site (Fig. 4). We have not 
used the blind method of nailing these fractures 
because of the increased technical difficulties 
and because of the fact that it makes a much 
longer operative procedure. Even beyond this, 
there is more hazard from the blind procedure 





Fig. 2C 
Bilateral femoral shaft fractures with severe laceration 
quadriceps. Left femur sixteen weeks. 
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because of the danger of the nail migrating, 
and because of the added danger of comminuting 
the distal femoral fragment. 


There can be no compromise with the ma- 
terials used. The V-shaped nail is not nearly 
strong enough, and the diamond-shaped solid 
Hansen-Street nail has theoretical disadvan- 
tages.» The Kuntscher nail has a U-shaped 
profile but with three crimps placed in it to 





Fig. 3A 
Twelve-year-old boy with irreducible fracture, preopera- 
tive after three weeks of traction. 





Fig. 3B 
Same as Fig. 3A, postoperative twelve weeks. 
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give it maximum strength in relation to the 
mass of metal used. It is made of a tough stain- 
less steel which does not fatigue easily and 





Fig. 4 
Postoperative x-ray eight and a half months after leg 
shortening of two and a half inches. 





Fig. 5 
Postoperative x-ray at six weeks. Butterfly fragment 
separated and allowed telescoping and shortening of one 
inch. 
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which is soft enough to bend to the contour of 
the femur. The modifications or “improvements” 
of the Kuntscher nail which have been proposed 
and made in this country are not, in our opinion, 
satisfactory and they have been “modifications 
of convenience” because of the technical diffi- 
culty and expense in duplicating the original 
design of the nail. The nail is now being manu- 
factured in this country. 

The most frequent complication at the time 
of operation is comminution of the fragments 
because too large a nail has been used or be- 
cause the reduction of the fracture has been 
inadequate. The most common late complica- 
tions have been angulation at the fracture site, 
or telescoping of the fragments. Telescoping will 
occur if the fragments are comminuted and if 
traction is not maintained for at least four 
weeks. Angulation of the fragments may like- 
wise be due to comminution of the fracture, par- 
ticularly when a small piece of bone is broken 
off of the posterior and medial surface. Angula- 
tion is also predisposed by using too small a nail 
which allows motion at the fracture site. In 
fractures below the midportion of the femur 
there may be some rotation deformity unless the 
leg is held in neutral rotation by a short splint 
for about four weeks. We have had no infections 
in twenty-six cases and we do not consider that 





Fig. 6 
X-rays are preoperative and postoperative twelve weeks. 
Butterfly fragment recognized and Buck’s extension main- 
tained for six weeks preventing telescoping. 
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infections are any more prone to occur with the 
use of the nail than with any other method of 
open reduction. When we evaluate the reports 
of foreign literature and find that their incidence 
of infection was high, we must consider that they 


had used the nail in compound fractures. They 





Fig. 7A 
Preoperative x-ray after six weeks in traction and plaster 
(treated elsewhere). 





Fig. 7B 
Postoperative (from left to right) three weeks, twelve 
weeks and nine months with nail out. Iliac bone grafts 
were used. 
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have not had penicillin available until very re- 
cently, if at all, and have not even had rubber 
gloves for the most part. The most serious 
complication which could occur at surgery would 
appear to be incarceration of the nail so that 
it could be neither driven in further nor ex- 
tracted, but this cannot occur if the proper 
size nail is chosen and further it could not occur 
unless the operator stubbornly persisted in driv- 
ing in a nail that obviously did not want to go. 

There can be no question but that this mass 
of metal affects healing. Callus is observed very 
early and is generally very abundant, but the 
final consolidation of the callus appears delayed 
in some instances. The only case in which we 
have had any real delay in healing was in a 
fracture which was more comminuted than we 
had expected from x-ray, and which we com- 
minuted still further. The nail obviously dis- 
perses the comminuted fragments and logically 
would delay union unless telescoping occurs. 
After the nail is removed, and this is done only 
after union is entirely adequate for unsupported 
weightbearing, some cases have advanced their 
bone healing. Weightbearing generally is per- 
mitted after six weeks, but should certainly be 
delayed until there is evidence of healing. A 
normal range of knee motion is generally present 
before weightbearing is allowed. We have had 
no case in which weightbearing was not per- 
missible within 8-10 weeks. The breakdown of 
the twenty-six cases reported is as follows: 


Fresh: fractures_______._. fe Son 
Leg shortening... 2 
ESE EE Me cn ee ane 1 
Delayed fixation at 4-8 weeks 7 
Nonunion or malunion (using iliac graft)... 6 


The oldest patient in this series was eighty- 
four years of age and the youngest, twelve. 
There were two patients in whom the nail angu- 
lated and was replaced and both went on to 
satisfactory union. In another patient a butter- 
fly fragment separated and the fragments tele- 
scoped, resulting in a one-inch shortening. There 
was one death in the series and this occurred in 
an 84-year-old male, who died of a pulmonary 
embolus in his third postoperative week. 


CONCLUSION 


Use of the Kuntscher intramedullary nail 
should be restricted to those fractures which lie 








within the upper two-thirds of the shaft of the 
femur and at least one inch below the lesser 
trochanter, and where the fracture line is trans- 
verse, or nearly so. The greatest value of the 
nail lies in its use for fixation of the femur 
following osteotomy, leg shortening, bone graft- 
ing and for those fresh fractures which require 
operative reduction. 


The Kuntscher intramedullary nail is ideal in 
selected cases because of the security of the 
fixation which it affords and because it allows 
impaction of the bone fragments upon one an- 
other. 


Used indiscriminately, this method of treat- 
ment is more hazardous than any other method 
known. A rigid selection of cases is essential. 
The materials used must be of the proper type 
and proper care must be exercised in the fitting 
and in the insertion of the nail. 


With proper appreciation of the limitations 
and virtues of this method of treatment, results 
which may be obtained cannot be duplicated by 
any other technic. 
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DISCUSSION (Abstract) 


Dr. Rufus H. Alldredge, New Orleans, La.—My first 
interest in intramedullary fixation began about 1945 
when some of our soldiers who had been treated in 
Europe started coming back with intramedullary nails 
in place. Our first experience was in removing the nails 
after union had taken place. Needless to say, on the 
first one we had some little difficulty since we did not 
know what shape it was, or that it had an eye in it. 
They were very difficult to remove and that aroused 
our interest still further. From then on my experience 
has been more in observation of others’ work than it 
has in handling a large number of cases such as Drs. 
Fowler and Riordan have done. 

In 1946, I had occasion to go through several of the 
European countries on an extended visit at several cen- 
ters. Every one was very anxious to show us the work 
he was doing with the medullary nail. It was then that 
I fully realized the value of this method when properly 
employed under circumstances such as Drs. Fowler and 
Riordan have outlined here today.. 

It is very important for the instruments to be selected 
properly. The authors have stressed that time and again, 
but it is so important that I shall emphasize it even 
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further. Of all the types of intramedullary nail avail- 
able, the one that the authors have shown is the one 
of choice. I urge you to take their advice and use this 
instrument when the method is to be employed. 

The value of this method of treatment of certain 
fractures of the shaft of the femur has already been 
well established. The authors have given the best pres- 
entation that I have heard in this country, and their 
advice as to selection of cases and the indications for 
the use of the method are precise and correct. 

The technic of the operative procedure that they 
have shown is the only one worth considering. Bohler’s 
method of blind nailing is not a precision method and 
is clumsy and dangerous. 


Dr. Leslie V. Rush, Meridian, Miss—This is the first 
time I have seen the Kuntscher apparatus used, although 
I have been interested in this principle for twelve years 
and have worked fairly intensively on it. 

I have a few ideas that are contrary to some of 
those that have been expressed this afternoon. I feel a 
little reticent in doing so, but under the circumstances 
feel that I am justified in defending my own position 
in this thing. 

It is difficult to evaluate medullary fixation of frac- 
tures just on the basis of one particular bone. I have 
worked on this principle for twelve years, but it is 
only in the last eight months that I have had an 
opportunity to try out what I feel is a satisfactory 
method of fixation. Before this time I had been unable 
to develop a pin that could be introduced into any 
long bone, either from the end or side at will. 


I have this feeling about bone healing. A few weeks 
ago when I was driving home from New Orleans I 
noticed a pine tree on the side of a red clay bank. 
There was a root which was exposed which was three 
or four feet long. Nature had built a heavy bark 
on the exposed root. 

This same protective mechanism can function in frac- 
ture treatment. There is a local intelligence of some 
sort (and pathologists would probably disagree violently 
about this) that influences nature in directing her activi- 
ties toward repair. If we amputate an extremity nature 
does not set out to develop a callus; she rounds over 
and eburnates the bone ends. If there is distraction of 
a fracture, nature sets out to do the same thing. As a 
consequence of that, it has occurred to me that for some 
unknown reason nature thinks the bone has been ampu- 
tated and she sets out to do what she thinks we want 
her to do: she starts to eburnate the bone ends. Some- 
times a callus forms and we get a cartilaginous union or 
a pseudarthrosis from too early lateral mobility of the 
fragments. 

I have taken casts off too early and had it occur 
after I thought I was getting a firm union. We know, 
too, our nonunions are notoriously in the forearm and 
in the tibia, due to the fact that in both regions we have 
two bones to contend with. One heals rapidly and the 
other does not, keeping the bone ends apart, because 
we know, too, that in the healing of bone there is usually 
an early absorption of the bone ends; and also that 
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bone does not heal primarily from within, but in the 
periphery. Consequently, I have been interested in the 
splinting of bones centrally to encourage the healing 
of the bone peripherally. 

To develop the idea further, in other forms of treat- 
ment such as continuous traction and fixed traction we 
have the strong muscle pull to overcome with the fear 
of getting a nonunion from distraction. These muscles 
can become our friend and ally to help us keep the bone 
in alignment. 


In the Kuntscher type apparatus, and as I understand 
it, in the Hansen-Street bar and the Westerborn nail, 
the object is completely to traverse the marrow cavity 
in such a fashion as to get tight fixation within the 
medullary canal. My feeling is that absolutely secure 
fixation within the canal is not necessary, but that the 
bone should be free to glide on the pin so that we 
cannot get a permanent distraction but can get a con- 
stant and continuous compression of the bone ends. In 
the cases I have had experience with, and I have used 
this principle in 70 cases of the various bones of the 
body and in the femur in a total of 22, my experience 
has been that healing is more rapid by this method 
than by the others. 


I have used circular wires frequently in comminuted 
fractures, and I have found the rigidity of the stainless 
steel pin is good provided the proper metal is chosen. 
That is the biggest trouble. I have tried to conform 
to 18.8 stainless steel, but when it takes a bend it is so 
soft that it keeps it. The pin should have the ability 
to take a bend and right itself within the bone to con- 
form to the contour of the medullary canal. 


One other point I should like to mention is the ques- 
tion of simplicity. I have not found it necessary to 
introduce the pin going backwards. Our pin has a 
hooked head and sled runner point. To introduce it I 
simply make a drill hole at the extremity of the bone 
or at the point from which we wish to introduce the 
solid pin. If it is of proper metal and properly con- 
structed, the pin can be introduced into the bone through 
a simple stab wound and without wire guide or any 
other type of apparatus, and the only instruments I 
have found essential are a mallet and a screw driver. 


As for the length of time the pin stays in: even if 
union should be delayed somewhat I see no necessity 
for hurrying to remove the pin. The patient cannot tell 
whether the bone is united or not, and the pin can 
stay in as long as we feel the need is there. 


Dr. Mortimer D. Abrashkin, Coral Gables, Fla—The 
intramedullary bone graft has more or less fallen into 
disuse because of interference with endosteum bone re- 
pair. Does not the Kuntscher intramedullary nail offer 
the same theoretical disadvantages insofar as osteo- 
synthesis after fracture is concerned? 


Dr. Fowler (closing).—I feel that the nail interferes 
with the maturation of the callus in the later stages of 
healing, but it does not interfere with the development 
of early callus formation. This delayed maturation of 
the callus is undoubtedly due to the presence of the nail 
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which is a foreign body even though the nail is supposed 
to be inert in tissues. This nail occupies only a small 
volume of the medullary canal, and it is not necessary 
for it to fit very snugly in the cortical portion of the 
shaft of the femur. 

There have been no cases in our experience where 
the presence of the nail has resulted in any anemia, or 
has caused any toxic reaction in the patient. 

The medullary nail gives very secure fixation because 
of the purchase which it has on cancellous bone in the 
upper femur and in the lower femur, as well as its 
contact with the midfemoral shaft. The advantage of 
this fixation is its strength and security, and even more 
important is the fact that it allows a continuous impac- 
tion of the fracture. 





THE TREATMENT OF SLIPPED 
FEMORAL EPIPHYSIS* 


By Harotp B. Boyp, M.D. 
Atvin J. INcrAM, M.D. 
and 
HarrIsoN O. BourkKarD, M.D. 
Memphis, Tennessee 


Slipping of the capital femoral epiphysis is a 
relatively common cause of hip disability in 
adolescence. In untreated cases, the condition 
usually leads to deformity and shortening of 
the affected extremity and hypertrophic arthritic 
changes ensue, incapacitating the affected pa- 
tient at the peak of his economic and social 
productivity. The purposes of this presentation 
are as follows: 

(1) To focus attention on this not unusual 
condition. 

(2) To emphasize the importance of early 
diagnosis. 

(3) To present our concept of a logical thera- 
peutic program for the management of this dis- 
ease. 

The experience of the staff of the Campbell 
Clinic has been analyzed in this study. The 
cases studied presented themselves for treatment 
between January 1, 1939, and December 31, 
1946, and those with less than one year of 
observation following the institution of appro- 





*Read in Section on Orthopedic and Traumatic Surgery, 
Southern Medical Association, Forty-Second Annual Meeting, 
Miami, Florida, October 25-28, 1948. 


*From the Campbell Clinic and the Department of Orthopedic 
Surgery, University of Tennessee College of Medicine, Memphis. 
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priate treatment were omitted from this series. 


The total number of cases studied was 40. 
The process was present bilaterally in five cases, 
thus the total number of hips in this group was 
45. The left hip was affected in 29 cases and the 
right in 16 cases. The follow-up study period 
ranged from twelve months to nine years. The 
average for the group was three years and five 
months (41 months). 


ETIOLOGY 


There has been much speculation! about the 
cause of this entity since Brousseau first de- 
scribed it in 1867. There were few, if any, 
conclusions drawn from this study which will 
elucidate this problem. Briefly, there are three 
theories which are currently popular: 


(1) Endocrine. — Because this condition is 
seen more frequently in the obese, hypogonadal 
type of boy at, or shortly before, puberty, some 
feel that this condition is caused by a defi- 
ciency or a superabundance, whether locally or 
systemically, of a product of the endocrine 
glandular system. While the complete accept- 
ance of this theory awaits the demonstration of 
such a hormone, there is statistical importance 
in the fact that 60 per cent of the cases studied 
in this group were of the above mentioned body 
type. 


(2) Inflammatory or Infectious. — Howorth? 
contends that a synovitis in the growing hip 
produces hyperemia and decalcification of the 
juxta-epiphyseal portion of the femoral neck 
which, in turn, produces a softening of the bone 
and a tendency for the neck to become displaced 
by otherwise insignificant traumata. Whether 
this is the complete answer or not remains to 
be determined by more frequent synovial and 
juxta-epiphyseal biopsies. Certainly, a small but 
definite group of cases exhibit many symptoms 
and findings compatible with an inflammatory 
or infectious process within the hip joint. They 
will be discussed in more detail. 


(3) Mechanical.— The proponents of this 
theory hold that the juxta-epiphyseal portion of 
the femoral neck is abnormally softened by 
very rapid growth. Before this callus or osteoid 
can be ossified, the femoral neck is displaced 
from the head of the femur as a result of the 
forces of gravity and the superincumbent body 
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weight’s being transferred through the obliquely 
situated femoral neck. : 

In our opinion there are two important etio- 
logic facets of this problem, namely: the pre- 
disposing factor and the precipitating factor. 

There are several predisposing factors and one 
or more of these may be operating in any given 
case. Any condition which directly or indirectly 
produces a softening of that portion of the bone 
immediately distal to the epiphyseal line weak- 
ens the bone and permits the development of 
a deformity at this point. 

These may be (1) localized infection, (2) 
synovitis of the hip, (3) an excessively great 
“spurt” in growth, (4) possibly endocrine fac- 
tors of a local or systemic nature. 

The precipitating factor is mechanical, and 
may be any one or more of the following: (1) 
minor trauma, inadequate to produce injury to 
the normal hip, will produce a slipped epiphysis 
in a hip weakened by one of the above predis- 
posing factors; (2) in the tall slender, fast 
growing individual immature bone is produced 
more rapidly than it is calcified and the in- 
creased leverage exerted on the epiphyseal line 
produces the displacement. (3) In the obese 
child the increased body weight produces the 
deformity. 


CLINICAL MANIFESTATIONS 


In the present series, the patients affected were 
between 10 and 17 years of age when the symp- 
toms began and were between 11 and 17 when 
they first presented themselves to us for treat- 
ment, the average patient being 13 years of age 
at that time. 

There were exactly four times as many boys 
in this series as girls. This figure approximates 
those of other reported statistics on this subject. 

The body type was of interest. Sixty per cent 
of the patients were of the Froelich type pre- 
viously mentioned. Twenty-five per cent were 
of normal body type, ten per cent were the slen- 
der fast-growing type, and in five per cent, the 
body type was not specified. 

A history of trauma was obtained in 21.7 
per cent of the cases with slight displacement, 
while traumata were noted in 56 per cent of 
the cases with more severe degrees of slipping. 


Physical Signs of Slipped Epiphysis—In pa- 
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tients with gradual slipping of the capital femoral 
epiphysis, one of the most reliable physical signs 
js external rotation of the thigh as the hip is 
passively flexed through its arc of motion. In 
this series this sign was positive in 24 of the 
25 instances in which it was recorded, and was 
by far the most reliable single clinical observa- 
tion. In cases with acute pain and severe limi- 
tation of hip motion, this sign is of less value, 
but in the latter group, symptoms and other 
signs are so sharply localized to the hip that 
the necessity for roentgenograms is obvious. The 
chief value of this sign is in the patient with 
mild hip, thigh, or knee pain, slight limp and 
no deformity. If passive flexion of the hip is 
accompanied by external rotation of the ex- 
tremity in this instance, the diagnosis of slipped 
femoral epiphysis must be presumed until ex- 
cluded by antero-posterior and lateral x-ray 
examinations of the hip. 


In 33 of the 45 cases studied, there was some 
deformity of the affected extremity. The pri- 
mary element of the abnormal position was 
external rotation in 28 of the 33 cases. Hip 
adduction was most apparent in four cases, and 
abduction of the hip was the primary element 
in one case. 

Shortening of the extremity was of noteworthy 
occurrence, especially in the unilateral cases. 
In the cases with the milder degrees of slip- 
ping, there was shortening up to three-fourths 
of an inch in six, or 24.3 per cent of the 23 
cases. The more severely displaced cases exhib- 
ited shortening up to one and one-fourth inches 
(3 cm.) in 11, or 61.1 per cent, of the 18 
cases. In the remainder of the cases, the leg 
lengths were either equal, or were not recorded. 


Roentgenographic Signs.—The foregoing infor- 
mation obtained from the history and physical 
examination of the patient may arouse a strong 
suspicion of slipped epiphysis, but in the final 
analysis, both the positive diagnosis and the 
program of therapy depend on the antero- 
posterior and lateral roentgenograms of the hip. 


In the very early cases (Fig. 1), the x-ray 
reveals irregular and indistinct areas of increased 
and of decreased density in the juxta-epiphyseal 
portion of the femoral neck. The epiphyseal line 
appears indistinct, blurred and widened. The 


Superior and lateral angle of the femoral head 


no longer projects above the highest point on 
the femoral neck, and the inferolateral angle 
of the head definitely projects below the inferior 
border of the neck in the form of a “beak.” 


At this stage, the lateral view of the hip re- 
veals that the axis of the femoral neck points 
anterior to the midportion of the head, instead 
of directly toward the centrum, as in the normal 
hip. A collection of callus forms along the 
posterior and inferior junctions of the head and 
neck and its presence definitely denotes chron- 
icity of the lesion. 


The superincumbent body weight and forces 
of gravity tend to produce a gradual increase 
of the superior and anterior displacement of the 
femoral neck in relation to the femoral head 
in most cases. This is shown on x-ray by an 
increase in the “beak’’ process in relation to 
the lower border of the femoral neck, which 
exhibits increasing concavity. The femoral neck 
appears shorter and there is apparent enlarge- 
ment of the lesser trochanter which is brought 
more strongly into profile by outward rotation 
of the extremity. Coxa magna and the other 
late stages of this process have been adequately 
described elsewhere and will not be further 
discussed here. 


TREATMENT 


Since Wilson’s’ * description of the treatment 
of slipped femoral epiphysis with minimal dis- 
placement, our custom has been to determine the 
amount of displacement of the neck on the 
head as seen in the lateral roentgenogram. If 
the neck is displaced one-third the diameter of 
the head or less, in situ internal fixation with 
3 Knowles pins is indicated. If the displace- 
ment is more than one-third the diameter of the 
head, operative correction of this angulation at 
the point of deformity is indicated, followed by 
internal fixation with Knowles pins. In border- 
line cases, if the hip can be flexed to 90 degrees 
without significant external rotation of the ex- 
tremity, im situ fixation is in order. 


Fixation of the minimally slipped epiphysis 
is accomplished through a four-inch lateral in- 
cision, exposing the trochanteric lateral aspect 
of the femur. Under radiographic control the 
pins are inserted at the angles of an equilateral 
triangle, three-fourths inch distal to the upper 
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point of origin of the vastus lateralis. Ideally, 
they should extend to within one-fourth inch 
of the articular margin of the head. The hip 
joint is not exposed surgically. Closure is ac- 
complished in the routine manner and no ex- 
ternal fixation is necessary postoperatively. 

We feel that the use of Knowles pins is pref- 
erable to the Smith-Petersen nail for several rea- 
sons. In the first place, they can be inserted 
without the surgical trauma incidental to driv- 
ing the nail through the comparatively dense 
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femoral neck seen in this age group. Haas® has 
recently shown that epiphyseal growth can be 
arrested by mechanical fixation of the epiphysis 
to the diaphysis. This fixation is more secure 
with 3 threaded Knowles pins than with the 
Smith-Petersen nail; therefore, the retarding 
effect on the epiphyseal line is more pronounced. 
Early closure of the epiphyseal line is desirable 
in this condition. 


In the severely displaced cases the problem 
of treatment is not so simply stated, nor is the 


} 


Fig. 1 
A and B demonstrate typical x-ray findings in mild slipping of the capital femoral epiphysis. 
projection the epiphyseal line is broad, irregular and indistinct. 


On the anterior-posterior 
In the lateral view the neck is displaced anteriorly on the 


femoral head, the posterior margin of which projects behind the femoral neck in the form of a “beak.” C and D are views 


of opposite normal hip for comparison. 
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solution so frequently gratifying to patient or 
surgeon. 

In this group, the existing deformity at the 
cervico-capital junction should be corrected to 
prevent the traumatic arthritis which will prob- 
ably result.° The hip should be exposed through 
a Smith-Petersen approach, the anterior superior 
portion of the capsule should be incised as de- 
scribed by Martin,’ and the junction of the 
femoral neck and head should be well visualized; 
the periosteum is reflected very gently from the 
anterior and superior borders of the femoral 
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neck and a wedge of bone, with its base di- 
rected anteriorly and superiorly, is removed in 
small fragments. We agree with Green’ and 
Martin’ that extreme care should be exercised 
to protect the periosteal vessels coursing along 
the postero-inferior aspect of the femoral neck, 
either from laceration or stretching, for it is 
these vessels which provide most of the circula- 
tion to the femoral head. 

After excision of an adequate bony wedge, 
the two fragments fit together loosely and they 
are then fixed by insertion of 3 threaded pins 


Be 


Fig. 2 


A and B demonstrate displacement of less than one-third the diameter of the head. Treated by closed insertion of 3 Knowles 


pins. C and D, excellent result 4 years after operation. 
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through a short lateral incision as previously 
described. 

Postoperatively, the patient is usually im- 
mobilized in a plaster-of-paris hip spica cast, but 
again, care must be exercised to prevent forceful 
internal rotation of the hip, thereby stretching 
the posterior capsule and rendering an ischemic 
or avascular necrosis of the femoral head more 
likely. 

In cases with acute traumatic displacement 
of a slipping epiphysis, very gentle manipula- 
tion of the extremity by mild traction and 
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internal rotation is indicated, followed by fixa- 
tion with 3 Knowles pins as previously de- 
scribed. This procedure may be attempted dur- 
ing the first two weeks following injury. After 
this period has elapsed an open operation will 
probably be required. 

We have been consistently disappointed by 
our results in the repositioning of the cases 
with acute traumatic separation of a previously 
normal epiphysis. Regardless of the method of 
treatment employed, practically all have resulted 
in aseptic necrosis of the femoral head, probably 





done. C and D, excellent result 2 years after operation. 


Fig. 3 
A and B. The femoral neck is displaced more than one-half the diameter of the head. 


A cuneiform neck osteotomy was 














because the magnitude of the trauma required 
to produce this lesion is also sufficient to 
deprive the epiphysis of its blood supply. No 
such cases are included in this report. 


RESULTS 


The following criteria were used in determin- 
ing the results of treatment: 

(1) Excellent cases had no aseptic necrosis, 
no arthritic changes, normal joint space with 
only minor change in contour of the head. 
Clinically internal rotation was at least 50 per 
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cent of normal, abduction and flexion each were 
at least 75 per cent of normal, and normal 
motion was present in the other directions. No 
perceptible limp was admitted in this group. 
(2) Good results exhibited no aseptic necrosis, 
a normal joint space and only mild arthritic 
changes. Internal rotation was possible to the 
neutral position, abduction was at least 50 per 
cent of normal and flexion was 75 per cent or 
more of normal. No pain was permissible on 
normal daily activities but slight pain on strenu- 
ous activities was permitted. A mild limp was 





Fig. 4 
Illustrates the development of aseptic necrosis of the femoral head. A is preoperative roentgenogram. B, 4 months after 
open reduction and fixation with 3 Knowles pins. C demonstrates advanced degenerative changes 344 years after operation. 
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There is some increase in 


(D) X-rays 8 years after first visit. 


The hip is clinically ankylosed. 


1 (C) 2 years after initial visit. 
joint space and motion as compared to (D), but pain and arthritic changes imply a poor result. 


SEMOMGIES & PUVE FEOUIL FE G& PELTON WEILER PPCTSISLCHL TAIT OW 28h 
(B) 8 months after initial visit. 


for 2 years. 
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acceptable and shortening of less than 34 inch. 

(3) Fair results revealed no aseptic necrosis, 
mild arthritic changes and only slightly dimin- 
ished joint space. Motion was satisfactory for 
all normal activities and internal rotation to 
within 10 degrees of neutral was required. Mild 
or moderate pain and/or limp were permissible. 

(4) Poor results were those not falling into 
the above categories. They usually exhibited 
aseptic necrosis, moderate or severe hypertrophic 
arthritis, severe pain, marked limitation of mo- 
tion, moderate limp or moderate or progressive 
diminution of joint space. 

The cases in this study were divided into 2 
groups depending upon whether the hip joint 
was exposed at the time of operation. 

In the first group there were 21 cases, with 
displacement of one-third the diameter of the 
head or less, treated by closed fixation using 3 
Knowles pins as previously described. The re- 
sults were as follows: 





SE EE eee eee < 28 

SEES ce eerenie nee setters 13 62 per cent 
NI onc Ag 7 33 per cent 
_ aa 1 5 per cent 





In this group, then, there were 88 per cent 
satisfactory and 12 per cent unsatisfactory re- 
sults. The one poor result was in a patient 
with definite narrowing of the joint space at 
the beginning and at the end of the observation 
period and this was considered the cause of 
failure. 

The second group consisted of cases in which 
the existing disease was corrected by surgery 
at the cervico-capital junction. 








0 gees caren 18 

EES eet eres Tees ae 3 16.8 per cent 
Ee Se ee 5 27.7 per cent 
eh 10 55 _ per cent 


In this group there were 45 per cent satisfac- 
tory results and 55 per cent unsatisfactory re- 
sults. The causes of the unsatisfactory results 
were: 


OR) Piemitle miecwaniee 7 cases 
(B) Diminished joint space 5 cases 
(C) Coxa magna... 1 case 





The third group was composed of 6 cases, 
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treated by other methods. One case was seen 
with a mild displacement and though a definite 
narrowing of the joint space was observed, its 
significance was not appreciated. The patient 
refused surgery and wore a non-weightbearing 
hip brace for two years. Serial x-rays reveal 
progressive narrowing of the joint space with 
mixed arthritic changes. A failure at nine years, 
this case demonstrates again that the progressive 
diminution of joint spaces cannot be attributed 
to surgery. 

A second case, a thirteen-year-old girl, was 
seen with a displacement of between one-fourth 
and one-third the diameter of the head. She 
refused operation and remained non-weightbear- 
ing on the extremity. Sixteen months later there 
was beginning closure of the epiphyseal line and 
the result was excellent. 

Two additional patients were seen after acute 
traumatic displacement of the slipping epiph- 
ysis had occurred. The first was treated by gen- 
tle manipulation and cast. He developed aseptic 
necrosis and the case was a failure at the end of 
nine years. The other traumatic case was treated 
by skeletal traction, reduction of the displace- 
ment and fixation with 3 Knowles pins by the 
closed technic. The result is excellent after six 
years. 


Two fair results were obtained in a 14-year- 
old boy with bilateral slipping of less than one- 
fourth the diameter of the head. Howorth opera- 
tions were done on both hips. Six years later, the 
clinical result was good but roentgenograms re- 
vealed moderately advanced hypertrophic ar- 
thritic changes, compatible with a grading of 
“fair.” 


COMPLICATIONS 


There are three significant complications of 
this condition: aseptic necrosis of the femoral 
head; diminished joint space; and coxa magna. 

Aseptic necrosis of the femoral head is caused 
by interruption of its blood supply. This inter- 
ruption may occur at the time of the injury in 
the traumatic cases or it may occur at the time 
of the operation. It is hoped that the incidence 
of this unfortunate complication can be dimin- 
ished by application of the principles set down 
by Green and Martin. When aseptic necrosis 
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should remain non- 
head has completely 


develops, the patient 
weightbearing until the 
re-vascularized. 

Cases with diminution of joint space have 
been seen in practically every reported series 
of cases of slipped femoral epiphysis. The 
cause is unknown. No such cases have ever 
responded favorably to treatment in our experi- 
ence. The presence of this complication carries 
such a grave prognosis that it is our impression 
that arthrodesis or arthroplasty of the hip is the 
proper solution of the problem. This complica- 
tion was seen in seven of the forty-five cases 
herewith reported. 

Coxa magna is fortunately a rare complica- 
tion of neck osteotomy in this group, being seen 
in one case in this series. Its cause remains 
obscure and its presence implies a failure of 
the therapeutic method used. 


RESULTS 
total hips... 45 
| 18] 66.6 per cent satis- 
OS eer ocatiacss GB factory results 
rar _........... 2] 33.3 percent uneat- 
NI 2 sk Ts a ea 13] isfactory results 
CONCLUSIONS 


(1) A series of forty patients with forty-five 
instances of slipped femoral epiphysis were 
studied. 

(2) Observations were made concerning the 
age, sex, body type, symptoms, etiology, physi- 
cal findings, diagnosis and treatment. 

(3) The results of treatment were noted, and 
the causes of failure were analyzed. 

(4) Results were satisfactory in two-thirds 
of the cases, and were unsatisfactory in one- 
third. 

(5) It is felt that had the period between 
onset of symptoms and institution of treatment 
been shortened, better results could have been 
obtained. 
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DISCUSSION (Abstract) 


Dr. Paul H. Martin, Jacksonville, Fla—Early diag- 
nosis of this condition before severe slipping is very 
important. We must teach the general practitioner the 
extreme importance of early x-ray in all cases of limp in 
children. Lateral x-ray of the hip must be made. Often 
the anterior-posterior is normal when the lateral shows 
slipping or other abnormality. 

Another extremely important thing is to protect the 
remaining blood supply of the head by avoiding manipu- 
lation except in the cases likely to be thus reduced: 
the acute traumatic slips. Manipulation must be gentle 
or further damage will be done, as I pointed out in a 
paper before the Academy of Orthopaedic Surgeons two 
years ago. I could not help wondering as I heard Dr. 
Ingram’s paper how many of the poor results in his 
series might have been due to manipulation, not by 
him, but by other physicians who had treated the cases 
previously. Statistics upon results of operative reduc- 
tion do not mean much unless those cases are excluded 
which have had manipulation (even unsuccessful). 

At operation it is extremely important to preserve 
the postero-inferior periosteum of the neck. Without 
this the epiphysis will probably die even if the operation 
is otherwise technically perfect. 

Our experience has not been the same as Dr. In- 
gram’s in the acute traumatic cases which we have 
seen before any manipulation was done. We have had 
excellent results in all those seen within two weeks of 
injury. These cases we reduce by gentle manipulation, 
followed by internal fixation by the Smith-Petersen nail 
introduced without artnhrotomy. Cases older than two 
weeks should have open reduction like the gradually 
slipping cases, and without any trial of manipulation. 


Dr. Boyd and Dr. Ingram have presented a summa- 
tion of most of the knowledge and thought on this 
subject at the present time, and a valuable addition to 
our statistics. However, I hope that at some later time 
they may report results from a large group of surgical 
reductions which they are quite certain have had no 
previous manipulation. In that manner I think we can 
arrive at a more accurate evaluation of operative reduc- 
tion, whereas unless such cases are excluded, statistics 
mean very little. 
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PYOGENIC OSTEOMYELITIS OF THE 
CERVICAL SPINE WITH QUADRIPLEGIA 
SECONDARY TO CORD PRESSURE* 


RECOVERY FOLLOWING SPINAL CORD FUSION 


By R. D. BuTTERwortH, M.D. 
and 
EARNEST B. CARPENTER, M.D. 
Richmond, Virginia 


Osteomyelitis of pyogenic origin involving the 
vertebral column has been reported with increas- 
ing frequency since the turn of the century. 
Prior to 1900 most destructive lesions of infec- 
tious origin involving the vertebrae were con- 
sidered per se to be of tuberculous origin and 
treated as such. Following Odilon Lannelongue’s 
report of a case of chronic pyogenic osteomyelitis 
involving the vertebral column, increasing 
interest was focused on this condition and 
within a few years medical literature, particu- 
larly from Europe, contained many reports of 
this interesting entity. 

Pyogenic osteomyelitis of the vertebral col- 
umn is the same disease process as pyogenic 
osteomyelitis involving any other bone. The 
prognosis is more guarded because of the close 
proximity of the disease process to the meninges 
and spinal cord and also because of trauma to 
the cord following collapse of the involved verte- 
brae. The incidence of this disease has been 
reported as between 3 and 5 per cent of all 
reported cases of pyogenic osteomyelitis.'5 Ku- 
lowski? reported an incidence of 3.94 per cent 
in 1,500 cases. The pathogenic organism most 
commonly identified in this disease is a non- 
hemolytic Staphylococcus aureus, with various 
strains of streptococci next in frequency. Many 
other types of organisms have been reported as 
the causative agent responsible for pyogenic 
spondylitis.!° The lumbar vertebrae are most 
commonly involved, the dorsal vertebrae being 
next in frequency and the cervical vertebrae 
least commonly involved. The great majority 
of cases are hematogenous in origin, as is true 
of osteomyelitis elsewhere in the body. Exten- 
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sion of renal infections or perinephric abscesses 
to the lumbar vertebrae; extension of pulmonary 
infections or empyema to the dorsal vertebrae 
and the extension of tonsillar or retropharyngeal 
infections to the cervical vertebrae are not un- 
common etiologic factors in pyogenic spondy- 
litis. Involvement of the bodies of the verte- 
brae is much more common than infections of 
the vertebral processes. The vertebral bodies 
which are of cancellous architecture offer a more 
receptive medium for the organisms than the 
vertebral processes which are mainly of cortical 
structure. The blood supply to the bodies and 
processes is of importance in the occurrence of 
the higher incidence of infections involving the 
bodies; the processes derive their blood supply 
from branches of vessels supplying the dura 
mater and other spinal coverings, while the 
vertebrals, intercostals and lumbar arteries fur- 
nish branches directly to the vertebral bodies. 
Shehadi! reported a case confined solely to the 
right inferior articular process of the second 
lumbar vertebra, with typical prolonged chronic 
course. 

Kulowski? !? presented an excellent discussion 
of the underlying principles of the disease, 
including a review of 102 cases of his own. The 
foreign literature contains numerous reports of 
pyogenic spondylitis with enumeration of many 
unusual and interesting complications. 5 The 
mortality of this entity has been reported as 
varying between 37 and 71 per cent. Seventy 
per cent of all reported cases are of acute onset, 
30 per cent of subacute or chronic nature. 
Trauma as a precipitating factor has been con- 
sidered? responsible in 30 per cent of the re- 
ported cases. Hatch,’ in an excellent statistical 
analysis of 79 cases, also included a thorough 
review of the foreign literature.‘ 

The treatment of the acute process, if it is 
discovered early, has been by incision and drain- 
age, although the advent of chemotherapeutic 
and antibiotic agents may change the entire out- 
line of therapy of this disease.°*? Fistulization 
followed by multiple sequestrectomies appears 
to have been the common lot of the disease prior 
to 1940. Scoville and Raskind'* reported a cure 
following incision and drainage of the fifth 
cervical vertebra with catheter drainage of the 
involved vertebra. The use of spinal fusion!! by 
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means of bone grafts as an adjunct to treatment 
is becoming increasingly popular. This case is 
reported because of (1) the unusual clinical his- 
tory, (2) the difficulty in establishing the diag- 
nosis, and (3) the excellent clinical and x-ray 
recovery. 

CASE REPORT 


H. C., a 55-year-old white physician, was admitted 
on the Neurology Service of Medical College of Virginia 
Hospital on January 16, 1947, because of quadriplegia 
associated with severe lower cervical pain. He had been 
in excellent health prior to December 13, 1946, when 
he was seized with acute pain in the lower posterior 
cervical region, associated with numbness in the hands 
and dull pain in the fingers of both hands. The pain 
increased in intensity in the ensuing 48 hours and was 
accompanied by a burning sensation in the ulna nerve 
distribution of both arms, in addition to a cape-like 
distribution of burning sensation over both shoulders. 
Dysphagia appeared on the third day after the onset of 
symptoms and remained constant until his admission to 
this hospital. The pain in ‘the posterior cervical region 
Was so severe that on the third day the patient resorted 
to a self-administered injection of procaine in this area 
after failing to obtain relief from narcotics. He had 
been afebrile prior to this injection and remained so 
until three days later when a spiking temperature to 
103° developed. He took 300,000 units of penicillin 
daily for three days at that time. Thereafter, until 
admission to this hospital the temperature was never 
above 99.5.° 

Because of persistence of pain in the cervical region 





Fig. 1 
Oblique x-ray of cervical spine. 


Eleven days after onset 
of symptoms. 
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associated with the sensory changes in the upper extremi- 
ties the patient was admitted to a hospital in another 
city on the tenth day of his illness. X-rays (Fig. 1) 
made in this hospital showed no evidence of bone 
disease in the cervical spine. He was treated sympto- 
matically with analgesics, calcium gluconate and com- 
plete bed rest, but with no relief of pain in the cervical 
region or diminution of the burning sensation in the 
upper extremities. Because of failure to obtain relief 
of the pain the patient requested and was granted 
release from this hospital 13 days after admission, on 
the twenty-fourth day of his illness. On the twenty- 
seventh day motor and sensory paralysis appeared in 
the right leg, followed the next day by similar paralysis 
in the left leg. Within the next two days motor weak- 
ness of both upper extremities developed accompanied 
by a marked increase in the burning sensation of the 
lower arms. Urinary incontinence and obstipation de- 
veloped concurrently with the paralysis of the lower 
extremities. On admission to this hospital on the thirty- 
third day of his illness physical examination was as 
follows: The patient was a_ well-developed, well- 
nourished 55-year-old white physician lying supine in 
bed complaining of severe pain in the posterior cervical 
region and severe burning sensation of both upper 
extremities. He was extremely apprehensive, but alert 
and cooperative. His temperature 99.6,° pulse 62, respir- 
ations 19, blood pressure 110/80. Head and eyes, ears, 
nose and throat were negative except for a weak gag 
reflex and difficulty in swallowing. There was marked 
tenderness to deep pressure over the lower posterior 
cervical region. There was splinting of the neck mus- 
cles and all movements of the neck were painful. The 
heart and lungs were entirely negative. The abdomen 
was slightly distended in the lower quadrants, but was 
otherwise negative. The prostate was small and non- 
tender. The rectal ampulla was negative for palpable 
masses or evidence of bleeding. 

There were very weak movements of both arms, but 
all movements were slow and fibrillary in nature. There 
was hyperesthesia above the umbilicus and hypo-esthesia 
below this level. There were very weak movements of 
both lower extremities with minimal bilateral quadri- 
ceps movements and only slight motion of the flexors 
and extensors of the toes. 


Reflexes Right Left 
Biceps Normal Normal 
Triceps Normal Normal 
Radial Normal Normal 
Hoffman Absent Absent 
Upper abdominals Absent Absent 
Lower abdominals Normal Absent 
Cremasteric Absent Absent 
Patella Hypoactive Normal 
Patellar clonus Absent Absent 
Plantar Normal Normal 
Babinski Absent Absent 
Chaddock Absent Absent 
Shaffer Absent Absent 
Oppenheim Absent Absent 
Gordan Absent Absent 
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The cranial nerves were intact, but the patient was still 
experiencing considerable difficulty with swallowing. 
"The red blood count was 3,720,000; hemoglobin 73 
per cent, and white cells 8,100 with 76 per cent poly- 
morphonuclears. Sedimentation rate was 27 mm. in 60 
minutes. The peripheral blood smear was negative for 
any evidence of unusual forms. Urine examination was 
entirely negative including Bence-Jones protein. Blood 
cultures were repeatedly negative. Hematocrit studies 
showed the mean corpuscular volume 86; mean cor- 
puscular hemoglobin concentration 32; mean corpuscu- 
lar hemoglobin 26; bleeding time 1 minute 45 seconds; 
clotting time 4 minutes; platelets 305,000. Serum 
calcium 11 mg. per cent; phosphorus 2.6 mg. per cent; 
alkaline phosphates 3.5 mg. per cent; acid phosphatase 
negative; total protein 6 grams with 3.9 grams albumin 
and 2.1 granis globulin. 

X-ray (Fig. 2) made the morning following admis- 
sion showed dislocation of the sixth cervical vertebra 
with destructive changes in the bodies of the sixth and 
seventh. An x-ray diagnosis of metastatic carcinoma 
was made, and multiple myeloma was considered. pos- 
sible. Further x-rays showed no evidence of bone dis- 
ease in the chest, spine, skulls, long bones or pelvis. 
Cranial traction by means of Crutchfield tongs was 
applied the afternoon following admission. Portable 
x-rays (Fig. 3) made the following morning showed 
marked improvement in the dislocation of the sixth 
vertebra. There was considerable improvement of the 
pain in the arms and shoulders within 48 hours after 
application of cranial traction. Because of the feeling 
that the destructive process in the lower cervical spine 


Fig. 2 
Lateral x-ray of cervical spine on admission to this hos- 
pital, thirty-three days after onset. Note dislocation of 
C-6 with resultant quadriplegia. 
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represented a malignant process 1,000 R. of deep x-ray 
therapy was given, starting on the fifth day after 
admission; 200 R. was given daily through portals 
in the lower cervical region. Gross muscular spasms 
of all extremities developed during this period and 
caused marked pain, particularly in the upper extremi- 
ties. The dysphagia slowly subsided during the next 
ten days. Mass muscular movements became manifest 
during this same period, but all movements were still 
very weak. Further x-rays made at the bedside on the 
fourteenth day after admission showed good reduction 
of the cervical dislocation, but evidence of further 
destruction of the bodies of the sixth and seventh 
cervical vertebrae. 

The senior writer was asked to see the patient 
approximately one month following admission. Because 
of fear of development of osteomyelitis in the cranium 
with continued maintenance of cranial traction, it was 
felt that some other type of immobilization or fixation 
should be tried. It was our feeling at the time that a 
diagnosis of metastatic carcinoma had not been defi- 
nitely established and that either a tuberculous or pyo- 
genic spondylitis should be strongly considered as a 
possible etiologic factor. (1) The patient had been 
completely asymptomatic prior to the very acute onset 
of his illness; (2) he had been afebrile until three days 
following a self-administered injection of procaine hy- 
drochloride in the posterior cervical region; (3) the 
pattern of destruction of the involved vertebrae, with 
dissolution of the inferior margin of the sixth and the 
superior margin of the seventh, plus dislocation of the 
sixth, very strongly suggested infectious rather than 


LS 


Fig. 3 
Lateral x-ray of cervical spine, twenty-four hours after 


application of cranial traction. Note extensive destruc- 
tion of body of C-6. 
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malignant destruction; and (4) there was complete 
absence of either clinical, laboratory or x-ray evidence 
to support a diagnosis of malignancy. 

It was also felt that, regardless of the etiology, in 
view of the marked destruction of the involved verte- 
brae, re-dislocation would probably occur if cranial 
traction were discontinued. It was suggested that the 
location of the tongs be changed, cranial traction main- 
tained and that spinal fusion be considered as further 
therapy. The position of the Crutchfield tongs was 
changed, and general supportive therapy, including sup- 
plemental high caloric, high vitamin feedings, blood 
transfusions, plus penicillin intramuscularly, were given 
with marked improvement in the patient’s general con- 
dition. The pain in the upper extremities subsided a 
great deal and gradual return of muscular power in 
the arms and legs was noted, with only the intrinsic 
muscles of the hands being slow to regain muscular 
power. A suprapubic cystotomy was done on the forty- 
fifth day of hospitalization because of inability to main- 
tain adequate drainage with indwelling catheters. Fur- 
ther x-rays at this time showed a decrease in the amount 
of destruction present in the sixth and seventh cervical 
vertebrae and early evidence of bony regeneration in 
these vertebrae. In view of the evidence of bony regen- 
eration at this early date we now felt that we were 
dealing with a pyogenic osteomyelitis and that spinal 
fusion as a means of stabilization was definitely indi- 
cated. 


A modified Hibbs spinal fusion, utilizing a 3-inch 
linear iliac graft, was done on the sixty-first hospital 
from _ the 


day. The fusion extended fourth cervical 





Fig. 4 


Lateral x-ray of cervical spine at time of discharge. 


SOUTHERN MEDICAL JOURNAL 





July 1949 


vertebra down to and including the first dorsal. The 
patient was maintained in cranial traction postopera- 
tively. The tongs were changed one additional time to 
prevent the possibility of localized osteomyelitis. The 
postoperative course was remarkable for its smoothness 
and the patient continued slow but gradual improve- 
ment in all respects. Pain still remained in the fingers 
of both hands and was a distressing feature of his 
recovery. X-rays on the seventy-fifth day of hospitali- 
zation showed further evidence of bony regeneration 
with a suggestion of callus formation on the anterior 
surfaces of the lower cervical vertebrae. It was felt 
that this suggestion of early callus formation further 
substantiated the diagnosis of pyogenic osteomyelitis. 
Cranial traction was maintained for six weeks post- 
operatively. The patient was then fitted with a Thomas 
collar. He was permitted to sit up in bed at the end 
of eight weeks. Further x-rays three and one-half 
months after admission and ten weeks after operation 
showed continuation of bony regeneration with good 
callus formation both anteriorly and posteriorly in the 
lower cervical vertebrae. At this time the patient was 
ambulatory several hours each day with gradual in- 
crease in all activities. At the time of discharge six and 
one-half months after admission final x-rays (Fig. 4) 
showed solid bony fusion both anteriorly and_pos- 
teriorly. The patient was walking short distances un- 
aided at that time. 


A communication from the patient in December, 1947, 
eight months after operation, said that he had resumed 
his general practice of medicine for a few hours each 
day, and except for some residual stiffness in the fingers 
of both hands, he had completely recovered. 
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ELECTROCARDIOGRAPHIC AIDS IN THE 
DIAGNOSIS OF CORONARY 
ARTERY DISEASE* 


By SINEY SCHERLIs, M.D. 
Baltimore, Maryland 


The increasing popularity of electrocardiog- 
raphy as a means of studying the activity of 
the heart has paralleled the development of 
newer methods of obtaining and recording car- 
diac currents. That an electric current accom- 
panies the heart beat was noted in 1856 by 
Kolliker and Muller,! working on the exposed 
frog heart. Using the capillary electrometer, 
Waller? recorded the first human electrocardio- 
gram in 1887, employing paired electrodes on the 
intact chest wall. The string galvanometer, in- 
vented by Schweiger,' was applied to human 
electrocardiography by Einthoven’ in 1903, who 
devised the first practical electrographic method. 


This earlier work employed paired electrodes 
on the extremities. Precordial leads were used 
by Thomas Lewis and others chief- 
ly for the study of auricular ac- 
tivity. The value of chest leads in 
the diagnosis of coronary occlusion 
was demonstrated in 1932 by Wol- 
fetth and Wood.*> Recent ad- 
vances have been the development 
of unipolar leads by Wilson®? and 
of augmented unipolar leads by 
Goldberger.’ 9 


Despite this refinement of meth- 
ods, it should be stressed that 
electrocardiography is an adjunct 
to clinical observation, and not a 
substitute therefor. This is par- 
ticularly true of coronary artery 
diseases, to which this discussion 
is limited. Three questions are to 
be considered: Why does disease 
of the coronary arteries affect the 
electrocardiogram? What electro- 
cardiographic procedures should ° 


*Read in General Clinical Session, Baltimore 
Day, Southern Medical Association, Forty-First 
Annual Meeting, Baltimore, Maryland, Novem- 
Der 24-26, 1947. 

*From the Heart Station, Johns Hopkins 


Repel and Medical School, Baltimore, Mary- 
iand. 
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be used to detect disturbances in the coronary 
circulation? What are the limitations of these 
methods? 

Disease of the coronary arteries affects the 
electrocardiogram because such disease may in- 
terfere with the nourishment of the heart muscle 
or of the conducting tissues. The electrocardio- 
gram is but the record of the process of de- 
polarization and repolarization of cardiac mus- 
cle; and as these processes are disturbed, so will 
changes be noted. Fundamental investigations 
into the origin of the electrocardiographic de- 
flections have been carried out by Ashman and 
Byer!® and by Nahum and Hoff.!! !? If coronary 
narrowing occurs without causing myocardial 
ischemia,'* no muscle damage will result and no 
electrocardiographic changes will be found. The 
important factor is functional insufficiency of 
the coronary circulation, rather than anatomical 
changes in the coronary vessels. This concept 
has been popularized by Master!*+!5 in this 
country. If the disturbance in the coronary cir- 
culation results in ischemia, injury or death of 
myocardium, electrocardiographic changes may 





Fig. 1 


Emphasizing the value of multiple precordial leads in cases of suspected myo- 
A man, aged 51 years, gave a history suggestive of acute myo- 
cardial infarction four weeks before, with angina on exertion since. The. conven- 
tional limb leads show T-1 lower than T-2. The precordial leads show the R in 
CR-3 smaller than in CR-2 and CR-4. This abnormal transition of the R waves 
across the precordium suggests myocardial damage localized beneath the exploring 
electrode in position 4. The small R and inverted T in the augmented unipolar 
left arm lead (aVL) is abnormal, confirming this interpretation. 
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be noted. Which pathologic process ensues de- 
pends upon the degrees and duration of the in- 
sufficiency of the coronary circulation. Myo- 
cordial infarction may occur without coronary 
occlusion.!° !7 

It has been shown that the coronary circula- 
tion may be insufficient in anemia!’ or shock!® 
in the absence of intrinsic disease of the coronary 
vessels. The coronary insufficiency may be of 
sufficient degree to cause only transient myo- 
cardial derangement, and transient electrocar- 
diographic abnormalities; or it may be of such 
severity as to culminate in myocardial death. 


The electrocardiographic changes which are 
found depend upon the extent and location of 
myocardial mass involved and upon when the 
record was taken. A small area of injured myo- 
cardium produces less disturbance in depolari- 
zation and repolarization of heart muscle and 
is less likely to affect the electrocardiogram. 





* Deep inspiration 


Fig. 2 


Q-3 in posterior myocardial infarction. A man, aged 47 


years, gave a definite history and clinical evidence of 
myocardial infarction. Note the failure of Q-3 to dis- 
appear with exertion. The presence of a Q wave in the 
augmenied unipolar left leg lead (aVF), persisting after 
inspiration, points to posterior myocardial infarction. 
Compare with Fig. 4 
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Surface injury”° and anterior and septal involve- 
ment are more readily detected than is involve- 
ment of other portions of the heart, some of 
which may be most accessible to an esophageal 
electrode.?! Disturbances in circulation may af- 
fect primarily the conducting tissues, in which 
case an arrhythmia may be the electrocardio- 
graphic evidence of coronary artery disease.!3 22 


The electrocardiographic patterns which re- 
sult from myocardial derangement reflect the 
distribution of the damaged heart muscle. This 
can often be interpreted as indicating involve- 
ment of a particular coronary vessel. At times 
such correlations are not possible, for a vessel 
may become occluded gradually and its func- 
tions assumed by an adequate anastomotic cir- 
culation. The electrocardiogram is influenced 
not by coronary artery disease per se, but by the 
effects of such disease upon the myocardium 
and conducting tissues. 


Which electrocardiographic procedures should 
be used to detect disturbances in the coronary 
circulation? The number and type of leads is 
constantly being varied and has to be suited to 
the individual case. More careful exploration 
of the precordium may reveal changes not shown 
by one chest lead. Much of our knowledge of the 
advantages of multiple over single precordial 
leads is based upon the observations of Wilson 
and his co-workers.” 2+ The transition of R and 
T waves across the precordium is important, and 
a break in this transition is frequently significant. 
In this way, one may discover a small area of 
myocardial involvement beneath the exploring 
electrode, which may be bracketed by normal 
myocardium and normal precordial leads on 
either side. This is clearly shown in Fig. 1. The 
more areas explored, the greater the chances of 
finding a small zone of myocardial damage which 
might otherwise be missed. Sometimes it is ad- 
visable to explore the precordium at a higher 
level than usual. 

Unipolar extremity leads aid in the electro- 
cardiograzhic detection of myocardial disturb- 
ances. The conventional lead is a record of the 
difference in electrical potential between the two 
electrodes. Thus, lead 3 represents the differ- 
ence in potential between the left leg and the 
left arm. Wilson’ 24 constructed a unipolar lead, 
such that the indifferent electrode has a theoreti- 
cal potential of zero. Such a lead represents pri- 
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marily the potential at the exploring electrode. 
In this fashion one may record the potential at 
any point rather than between two points on the 
body. The potential at the left leg and at the 
left arm may be studied separately. It has been 
shown that variations in the left leg lead reflect 
the electrical activity in the inferior portions of 
the heart which face it, and variations in the 
left arm lead reflect changes in the portions 
of the heart directed toward the left shoulder. 
A Q-3 may result from posterior myocardial 
damage or may reflect position of the heart alone. 
Evaluation of the significance of Q-3 is there- 
fore important. Goldberger?> and Myers?® have 
applied unipolar leads to the solution of this 
problem. If the Q-3 is caused by myocardial 
damage, there will be a significant Q wave in 


A 


CR, 


CRz 





CRs 


avF 






aVF* 
aVL CR 4 


aVR 





*Deep inspiration CRs 


Changes in QRS-3 with respiration. 
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the unipolar left leg lead. This is shown in Fig. 2. 
If the Q-3 is caused by cardiac position alone, 
Q will not be large in the unipolar left leg 
lead (Fig. 3). At times a Q-3 due to cardiac 
position will disappear if lead 3 is taken during 
deep inspiration (Figs. 3 and 4). However, 
failure of Q-3 to disappear with inspiration does 
not indicate it to be caused by myocardial 
damage. 

In doubtful cases, valuable information is ob- 
tained by repeating electrocardiographic studies 
over a period of time. Criteria for the normal 
electrocardiogram have been adopted by the 
American Heart Association.2” These are broad 
enough so that minor deviations will not be in- 
terpreted as indicating an abnormal electro- 
cardiogram. There is a zone of electrocardio- 





(A) A stocky man, age 32 years, had no coronary disease. Note the disappearance of Q-3 with inspiration. The absence of 


a Q wave in the 


(B) A stocky man, age 58 years. had no coronary disease. 
change in cardiac position 


augmented unipolar left leg lead (aVF) shows the Q-3 not to be significant. 


The reversal of direction of QRS-3 with inspiration reflects 
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3 During inspiration and expiration 


Fig. 4 
Disappearance of Q-3 with inspiration. This woman, age 59 years, had no coronary disease. The large Q-3 disappears with 
change in position of the heart during inspiration. This indicates the Q-3 not to be due to myocardial damage. Compare 
with Fig. 2 





B After exercise 





Fig. 5 
Positive (abnormal) exercise test. A man, age 53 years, had had anginal symptoms for many months, but no history of 
acute myocardial infarction. Record A, taken at rest, is within normal limits. Record B, taken after Master’s two-step test, 
shows elevation of ST-2, and ST-3, depression of ST-4 and reversal of T-4. These changes indicate coronary insufficiency. 
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graphic normality, rather than a rigid single 
standard. An isolated tracing may be within 
normal limits, whereas a series of records each 
of which alone is relatively normal may as a 
group indicate a definite trend toward abnor- 
mality. Where myocardial damage of recent 
date is suspected, studies should therefore be 
repeated and at intervals close enough to detect 
transient changes. 


Certain tests have been advocated to demon- 
strate the adequacy of the coronary circulation. 
These are tests of coronary insufficiency rather 
than myocardial disease. They are designed to 
provide objective evidence in clarifying sugges- 
tive clinical pictures. The principle is one of 
taxing the coronary circulation so as to produce 
electrocardiographic changes. This is accom- 
plished by means of standardized exercise, such 
as in Master’s two-step test, or by inducing oxy- 
gen want by having the patient breathe a mix- 
ture containing 10 per cent oxygen and 90 per 


A At rest 
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cent nitrogen, as in Levy’s?® 29 anoxemia test. A 
positive exercise test is shown in Fig. 5. Since 
the strain must be sufficient to produce myo- 
cardial disturbances, certain dangers are evident. 
Levy recommends that the anoxemia test should 
not be applied when the patient is suspected of 
having had a coronary accident within the pre- 
ceding four months nor in the presence of conges- 
tive failure, nor should more than one such test 
be done in a 24-hour period. He reported two 
cases in which the control electrocardiogram 
showed evidence of a recent infarct, but was 
not examined before the test. The patients died 
within a few hours after the test, and autopsy 
revealed recent myocardial infarcts in both cases. 

Burnett®° found an abnormal response, accord- 
ing to Levy’s criteria, in 24 of 125 normal per- 
sons. He believes a negative or normal response 
adds little in evaluating an equivocal clinical 
picture. Biorck and Pannier! tested 666 pa- 
tients and concluded that a positive test does 


B After exercise 





Fig. 6 
Positive (abnormal) exercise test. A man, age 61 years, had angina symptoms, 
recently increasing in severity. Record A, taken with the patient at rest, is not 
normal because of diphasic T-4. Record B, taken after Master’s two-step test, 
is abnormal because of ST segment changes in all leads, indicating coronary 
insufficiency. This patient died a few minutes after the test was completed. 
Autopsy showed old and fresh myocardial infarcts. The patient’s physician 
should have been aware of two contraindications for stress tests: history sug- 
gestive of recently progressive coronary disease, and the presence of an abnormal 


record at rest. 
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not necessarily mean organic disease. Others 
also*? stress the limitations of the test, empha- 
sizing their restricted application and then only 
under close clinical supervision (Fig. 6). The 
results are at best only corroborative of one’s 
clinical judgment and are at worst dangerous 
and confusing. 


What are the limitations of the electrocardio- 
graphic methods used in the diagnosis of coro- 
nary artery disease? If limitations exist, they 
should be widely recognized, especially now that 
modern manufacture is making electrocardio- 
graphic apparatus available to those who have 
the means to purchase the instrument, but do 
not possess the training or the experience to 
assess properly the records produced. 

The electrocardiogram can detect only myo- 
cardial damage and not disease of the coro- 
nary arteries per se which has produced no such 
transient or permanent disturbance. Damage 
cannot be revealed in all parts of the heart with 
equal ease by ordinary methods. We cannot, by 


sifien 





Fig. 7 
Illustrating the delayed appearance of electrocardiographic evidence of myocardial infarction. 
A man, age 61 years, had had brief episodes of mild epigastric discomfort on exertion on 


July 16 and 17. 
17. Record A is normal. 
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electrocardiographic means, predict future coro- 
nary occlusion or myocardial damage. In fact, 
at times such methods cannot detect previous 
proven myocardial damage, since the electrocar- 
diogram may have returned to normal. In acute 
myocardial infarction the electrocardiogram may 
not become abnormal until some days have 
elapsed. These facts are illustrated in Fig. 7. 
In some cases the electrocardiogram may not 
become abnormal at all.'* 

One cannot tell from the electrocardiogram 
when an infarction has occurred in a particular 
case, except in a general way. One cannot tell 
about healing, for the correlation between the 
pathological changes and electrocardiographic 
changes is poor in time. The work of Rosen- 
baum and Levine*? *4 indicates the electrocardio- 
gram to be of little prognostic value in acute 
myocardial infarction. 


One should recognize that the electrocardio- 
gram is frequently abnormal in a variety of con- 
ditions other than coronary disease. Abnormali- 


B 


26 July 47 


* 


He was awakened by similar discomfort, mild, lasting one hour, on July 
Record B, taken after the patient was in bed nine days, shows 


changes characteristic of recent anterior myocardial infarction. 
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ties have been reported in various acute infec- 
tions, mononucleosis,*5, nephritis,>°, uremia,>” di- 
abetic acidosis,?’ and potassium intoxication.3” 38 

The normal electrocardiogram has been shown 
to be different at different age levels.59 4° Electro- 
cardiographic abnormalities have been noted in 
presumably normal persons. The significance of 
such findings has been discussed by Thomas,*! 
Stewart,*? and others who point out that electro- 
cardiographic variations may occur associated 
with postural change, medication, hyperventila- 
tion or following tachycardia. 

Hence, the emphasis must be placed upon a 
careful history, a thorough physical examination, 
and upon considered clinical judgment based 
upon experience. This is particularly true in 
the acute case for the untreated patient may die 
before the electrocardiogram ever becomes ab- 
normal, and early treatment is necessary for a 
favorable result. The electrocardiogram is an 
extremely valuable aid to confirm clinical im- 
pressions in most cases, to clarify a confusing 
picture in others. It is properly another method 
to help the clinician arrive at a diagnosis. It 
is not a mechanical device to supplant his 


judgment. 
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PITYRIASIS ROSEA-LIKE DRUG 
ERUPTIONS DUE TO BISMUTH* 


By Wm. L. Doses, M.D. 
and 
HERBERT S. ALDEN, M.D. 
Atlanta, Georgia 


Drug eruptions due to bismuth do not occur 
frequently and case reports are not numerous. 
Those that have been reported reveal a very 
wide variation in the clinical appearance of the 
eruptions; the type, nor distribution claiming 
any peculiar characteristics which point directly 
to bismuth as the causative factor.! ? 

Skolnik and Aleshire® called attention to the 
appearance of skin rashes occurring during the 
treatment of syphilis which were presumably 
due to bismuth. Their contention that bismuth 
was the causative factor was supported by the 
following criteria: 

(1) Development of the eruption during the 

administration of bismuth. 

(2) Subsidence of the rash on discontinuing 

the drug. 

(3) Recurrence of the lesion on readminister- 

ing bismuth. 

Twenty-two cases of bismuth eruption were 
observed by the authors. The acute types of 
rash produced were the urticarial, folliculopapu- 
lar, exfoliative, and the erythematosquamous, 
which resembled pityriasis rosea. The chronic 
types were the lichen planus-like and the 
chronic lichenified form, simulating lichen sim- 
plex chronicus. By far the greater number, four- 
teen, were the pityriasis rosea-like group. 

During the past six years we have from time 
to time observed various skin eruptions occur- 
ring after the intramuscular injections of bis- 
muth subsalicylate, which have seemed in gen- 
eral to have a distribution and appearance not 
unlike an intense and prolonged pityriasis rosea. 
Eighteen cases were observed. 

The primary eruption appears to be an ery- 
thematous macule (Fig. 1) varying from a 





*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Second Annual Meeting, Miami, 


Florida, October 25-28, 1948. 


*From the Department of Dermatology, Grady Memorial Hos- 
pital, Emory University Schdol of Medicine. 
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light pink in the early lesions to dark red and 
even violaceous color in the older lesions, and 
while oval in shape arranged in parallel, the 
typical fawn-color of pityriasis rosea is seldom 
observed (Figs. 2 and 3). In the Negro the color 
is not apparent and one first observes the erup- 
tion as oval scaling macules whose long axes 
follow the lines of cleavage in a more or less 
parallel pattern. The peripheral spread is not 
sO apparent as in pityriasis rosea and while the 
lesion begins as small (3 mm.) areas as well as 
large (3 cm.), in a few days they have become 
only slightly enlarged but definitely elevated 
and infiltrated. If the bismuth drug is continued 
these areas become firm, gradually appearing 
as brawny elevated dry, scaly plaques some of 
which become lichenified. As a whole the dis- 
tribution of the eruption is on the trunk, inner 
surfaces of the arms and legs, as in pityriasis 
rosea. Some of the older lesions especially those 
occurring on the extremities appear hypertrophic 
and-in the Negro become deeply pigmented 
(Fig. 4). In this they resemble a hypertrophic 
lichen planus, indeed often a follicular hyper- 
keratosis and dilated follicles are apparent. In 
the white patients a violaceous color at the bor- 
ders of some of the lesions gave an added 
appearance of lichen planus. Since in two pa- 
tients an eruption occurred on the lips with the 
violaceous color, waxiness sharp borders and 
striae, clinically indistinguishable from lichen 
planus, we find ourselves in agreement with 
Skolnik and Aleshire, that bismuth eruptions 
may assume a lichen planus-like appearance. 
Among the Negroes a clearly distinguished bluish 
bismuth-line on the gums was obvious in most 
of the patients. While such a line may and 
does occur independently of a general bismuth 
eruption, it should be of significance when it 
occurs with an unidentified pityriasis rosea-like 
eruption of the body. 


Itching was not a paramount symptom in most 
instances. When it did occur scratching and 
excoriation often resulted in low grade infection 
with consequent lymph-node enlargement. 

After disappearance of the eruption ten cases 
again were given injections of bismuth subsalicy- 
late. Each had a recurrence of the lesions. Four 
cases recurred after the second injection, three 
after the third, one after the fourth, one after 
the sixth. One case had only a mild eruption 
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after the sixth injection, although the injec- 
tions were continued. In only two cases 
was the eruption as severe as when first 
seen. All other cases developed a typical 
eruption but of lesser severity and not so 
extensive (Fig. 5). The lesions in most of 
the recurrences were not so well circum- 
scribed as those seen during the first attack. 
In some cases there seemed to be a fusion 
of several lesions to form larger plaques. 
The infiltration seemed to be less and the 
pigmentation more pronounced. In four 
cases eruption was brought on for the third 
time by intramuscular injections of bismuth 
subsalicylate. The clearing of the lesions 
in the recurrences was more rapid than 
that during the first attack. The scaling 
and infiltration were not so severe. The 
lesions were more diffuse than those seen in 





Fig. 1 previous attacks (Figs. 6 and 7). The injections 
A scaly macular eruption appearing in a white male after ° e ° ° 
the fifth bismuth injection. The color was deep red. A were continued in the four cases with the third 
biopsy report by Dr. R. L. Satenstein was “drug erup- recurrence. The lesions became more pronounced. 


tion compatible with bismuth eruption.” 


However, the eruption did not become severe 





Fig. 3 
Fig. 2 Microscopically the biopsy resembled a hypertrophic lichen 
Typical pityriasis rosea-like bismuth eruption. Lesions planus, but clinically this was a pityriasis rosea-like 


appeared after the twenty-sixth injection. bismuth eruption. 








enough to contraindicate treatment except in 
one case. 

In most instances the eruptions appeared dur- 
ing the second or third course of bismuth. In 
one case 60 injections of bismuth were given 
before the eruption became manifest. In three 
cases the eruption appeared during the first 
course. The onset was gradual and usually one 
to three weeks were required before the lesions 
became infiltrated and characteristic. 


Fifteen of our cases appeared in Negroes and 
three in the whites. Twelve cases were women, 
six men. 


Nine biopsies were taken. Some of the lesions 
showed collections of small round cells immedi- 
ately under the epidermis and about the blood 
vessels of the cutis. This type of picture was 
usually seen in the early lesions. In the ma- 
jority of the lesions the horny layer was thick- 
ened and there was an acuminate shape of some 
of the interpapillary pegs. Some sections showed 
a thickened stratum mucosum, mostly in scat- 
tered patchy areas. The zone of round cell infil- 
tration in the subpapillary region was more or 





Fig. 4 
Lesions on arm showing different stages. A few lesions 
are macular. Some show early scaling. Others are infil- 
trated, raised and deep red to violaceous in color. 
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less sharply demarcated in the midcutis. A fre- 
quent finding was a large number of chromato- 
phores in the papillary regions. Some of the 
chromatophores could be seen invading the epi- 
dermis. The increase in the number of chromato- 
phores probably accounts for the pigmentation 
seen clinically. 

In three cases punch specimens were taken; 
one each from the normal skin and one each 
from the lesion itself. Chemical analyses were 
done. The method used for the bismuth deter- 
minations was that of T. Sollman.® A trace of 
bismuth was found in the specimens removed 
from the normal skin and a considerably larger 
quantity of bismuth in the specimens removed 
from the lesions. A true quantitative analysis 
in milligrams was impossible because of the small 
amount of tissue removed. 

Other Laboratory Data.— Many cases with 
metallic retention show a disturbance of the 
chloride-sugar ratio and frequently also a change 
in the urea nitrogen. The chlorides are lowered 
and sugar is increased and especially in acute 
cases the urea nitrogen is decreased. 





Fig. 5 
Eruption reproduced for the second time. Lesions are 
more superficial, less inflamed, larger and not so nu- 
merous. 
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Seven cases were checked for the above values. 
A slight pathologic change appeared in two 
cases. Five cases were normal. These labora- 
tory data were not considered helpful in making 
a diagnosis of the pityriasis rosea-like bismuth 
eruption. 


Following is a report on a typical case of 
pityriasis rosea-like bismuth eruption: 


J. W., a colored woman, age 20, was first seen in 
the dermatologic clinic with the following history. The 
patient had a series of 10 bismuth and 10 arsenical 
injections. She received 5 bismuth subsalicylate injec- 
tions of her second course from the venereal disease 
clinic when a lesion was noticed on her left shoulder. 
The injections of bismuth were continued at weekly 
intervals. After each bismuth injection the patient 
experienced moderate itching which gradually subsided 
in three or four days. Also with each injection a new 
crop of lesions appeared and the old lesions became 
more pronounced. A total of 18 injections of bismuth 
were given and the patient was started on intravenous 
injections of “mapharsen.” No new lesions appeared 
after the arsenicals were started. The eruption began 
to improve slowly. Fifteen injections of “mapharsen” 
were given. The eruption had improved considerably 





Fig. 6 
Lesions reproduced for the third time. The violaceous 
tinge and hyperpigmentation are pronounced. Scaling and 
infiltration are lessened. The lesions are not sharply 
demarcated as in the previous two attacks. 
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at this time and injections of bismuth were again 
started. After the first injection the eruption again 
flared up and the patient was referred to the derma- 
tologic clinics. 

The patient had oval and circular lesions which varied 
from 1 to 4 cm. in diameter. The back and thighs 
were primarily involved. The abdomen was free of 
any eruption. The face had a few lesions on the fore- 
head and around the ears. The long axis of the lesions 
paralleled the cleavage of the skin, so that the first 
impression was that of a severe case of pityriasis rosea. 


The lesions were infiltrated, dry and scaly. The scales 
were large and laminated. The upper scales seemed 
loosely attached. The central parts of many lesions were 
hypertrophic and verrucous. Follicular hyperkeratosis 
of some lesions was particularly striking. The lesions 
appeared dark and near the periphery violaceous in 
color. Because of the pruritus, excoriations and oozing 
from some of the lesions was present. 


On physical examination a mild secondary anemia, 
decayed teeth and pyorrhea were found; also a dermat- 
ophytosis of moderate severity. 

The blood chlorides were 434 milligrams, the blood 
sugar 110 milligrams and the urea nitrogen 10 milli- 
grams. 

A biopsy was taken from the center of an infiltrated 
verrucous plaque. The histology of lichen planus was 
well represented. The stratum corneum was hyperkera- 
totic, no parakeratosis was present. A squamous cell 
metaplasia was present in the deeper layers of the 





Fig. 7 
A receding bismuth eruption reproduced for the second 
time. Itching was severe in this case. Excoriations, 
crusting and lichenification can be seen in this picture. 
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epidermis. The cells around the basement membrane 
showed varied degrees of liquifaction necrosis. 

In the corium a definite and well demarcated zone 
of lymphocytes occupied the papillae. The dense infil- 
tration ended abruptly in the lower subpapillary zone. 
Round cells and some fixed connective tissue cells were 
present in this infiltrate. The blood vessels were mod- 
erately dilated. The cells of infiltration seemed to be 
arranged about these blood vessels. The whole corium 
appeared edematous and many large chromatophores 
were seen. 

Fred Weidman, who kindly examined most of our 
sections, stated that the picture agreed with the clinical 
circumstances, namely a lichen planus-like bismuth 
eruption. 

The injections of bismuth were discontinued. The 
decayed teeth were pulled and the pyorrhea treated. 
The dermatophytosis cleared under treatment. Liver 
extract and iron were given for the secondary anemia. 
Ammoniated mercury 5 per cent and salicylic acid 6 
per cent in an ointment base were prescribed locally. 
Freshly prepared solution of sodium thiosulfate was 
given intravenously as recommended by Sutton* and 
Muir.5 

The eruption began to improve gradually. Patient 
was completely well at the end of 3 months. This 
patient was again given a course of 16 injections of 
“‘mapharsen.” After this series the bismuth injections 
were again started. The pruritus was present after each 
injection. The eruption began reappearing after the 
third injection. A course of 10 injections of bismuth 
were given. The eruption never did reach the previous 
degree of severity. 


It is interesting that after the first attack of 
dermatitis following bismuth, the patients seemed 
to develop a greater tolerance to the drug. 
Subsequent attacks were not so severe and some 
cases could continue bismuth treatments with- 
out too much discomfort. 

Abramowitz’ found that patients with phenol- 
phthalein eruptions frequently exhibit a refrac- 
tory period or negative phase of temporary de- 
sensitization during which the drug could be 
ingested with impunity. 

In this connection Sezary® says that patients 
with a bismuth dermatitis often become desensi- 
tized and that further administration of the 
drug does not produce a second dermatitis. 

Of interest is the fact that all of our cases 
except the white man were also given injections 
of arsenicals. During this time the lesions would 
improve. The possibility of a patient’s being 
sensitive to both bismuth and arsenicals must 
be kept in mind. 


The pathogenesis of a bismuth exanthem 


SOUTHERN MEDICAL JOURNAL 





July 1949 


is purely speculative. Becker,? Stokes and 
Kulchar,!° Stokes and Callaway,'! Thorne and 
Myers!” have expressed varied opinions. 


It appears to us that previous cell damage 
can be caused by innumerable agents, one of 
the most important of which seems to be focal 
infection. Some patients will show a greater 
tendency to retain the metal and others to 
excrete it. Individual idiosyncrasy is probably 
most important. 


It is of interest that each of our cases of 
bismuth eruption had some focus of infection, 
usually in the form of a dermatophytosis, tinea 
cruris, pyorrhea or decaying teeth. Secondary 
anemia was a frequent finding. All of our col- 
ored patients and a white woman were Clinic 
patients. The general health, hygiene and social 
status of the low income class in the South is 
lower than that of a similar class in the North 
and this may account to some extent for the 
less frequent occurrence of bismuth eruptions 
in the North. The white man, a private patient, 
was being treated for arthritis with bismuth 
when the eruption appeared. 

We believe that bismuth may be deposited 
in areas where a skin eruption is or has been 
present. A new type of reaction may develop 
in these sites. This is explained on the theory 
of a locus minoris resistentiae. In these areas 
a previous damage or sensitization had created 
a faculty of becoming sensitized and of fixing 
a new toxin. 

In at least one case we were able to observe 
the bismuth eruption from its inception. A typi- 
cal pityriasis rosea was present for two weeks 
before the lesions began to change and develop 
into a bismuth eruption. Three of our cases 
also had a moderate seborrheic eczema and one 
case an atopic eczema. Previous skin lesions 
in the areas involved by the drug eruption may 
have been the factors in the locus minoris 
resistentiae. It is also well known that a primary 
sensitization produced by some eczematizing fac- 
tor or agent may in turn promote sensitivity to 
other substances similar or entirely unrelated. 

Pathologically most of our cases could be 
classified as “lichen planus-like bismuth erup- 
tions,” but the clinical appearance in all our 
cases was more that of a pityriasis rosea. Not 
all cases, although clinically similar, gave the 
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same microscopic picture. Individual lesions 
also clinically showed differences, mostly due 
to scratching and trauma. Lichenification, weep- 
ing and excoriations were frequently observed. 
In the early lesions and in those patients who 
had a mild eruption, the lesions were more 
superficial and pityriasis rosea-like. These cases 
were more likely to show microscopically a non- 
specific inflammatory infiltrate. The microscopic 
picture resembling lichen planus was more com- 
mon in the infiltrated, hyperkeratotic plaques. 

The medical literature is not clear nor suffi- 
cient as to the proper classification of pityriasis 
rosea-like and lichen planus-like bismuth erup- 
tions. In some cases both seem to resemble 
pityriasis rosea clinically except for the depth 
and severity of the infiltration and the hyper- 
keratosis. 

The violaceous color of the outer portions of 
the lesions favored the appearance of a lichen 
planus. Also the lips were involved in two cases. 
On the lips the lesions were those of a lichen 





Fig. 8 
A post-inflammatory pigmentation following a pityriasis 
rosea-like bismuth eruption. This melanosis was still 
Present two years after the eruption had cleared. 
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planus. The lesions were violaceous, waxy in 
appearance and Whickham’s striae were present. 
Noojin and Callaway? in their article say that 
although their case clinically resembled pityriasis 
rosea, microscopically it resembled lichen planus. 
Because of the microscopic picture they classi- 
fied their case as a lichen planus-like bismuth 
eruption. 


Skolnik’ described an instance of a lichen 
planus-like bismuth eruption. It consisted of 
small, polygonal, violaceous, flat-topped papules 
indistinguishable from lichen planus. We have 
not seen any cases of this kind except those 
described on the lip. 


We have seen a few cases of bismuth eruption 
which clinically resembled lichen chronicus sim- 
plex and a hypertrophic lichen planus. The 
lesions were irregular, asymmetrical, large, 
lichenified, chronic. Some were verrucous and 
covered with fine adherent scales. Microscopic- 
ally they also resembled lichen planus, the de- 
scription being much the same as given in the 
pityriasis rosea-like bismuth eruption. To these 
cases we attach the name lichen planus-like bis- 
muth eruption. This type of eruption is rare in 
our experience. 


When the lesions of pityriasis rosea-like bis- 
muth eruption cleared, an occasional case re- 
tained a post-inflammatory depigmentation, or 
hyperpigmentation which seemed extremely slow 
in clearing (Fig. 8). 


SUMMARY 


(1) Observations on eighteen cases of pityria- 
sis rosea-like bismuth eruptions are given. 


(2) The clinical, pathologic and chemical 
findings are reported. 
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DISCUSSION (Abstract) 


Dr. C. M. Hamilton, Nashville, Tenn —Despite the 
fact that the intensive use of bismuth as a medicinal 
agent is being depopularized by the advocates of peni- 
cillin, it will still occupy a high place in the thera- 
peutic armamentarium in the future, but the incidence 
of bismuth eruption should be diminished. The descrip- 
tive terms applied to bismuth eruptions are manifold, 
such as erythematous, urticarial, hemorrhagic, exfolia- 
tive, scarlatiniform, erythema multiforme-like, eczem- 
atous, and maculosquamous. It is unusual that the 
essayists have been able to compile such a large array 
of a single variety. The history and course of the 
eruption in this series seem to fulfill the criteria neces- 
sary to substantiate the conclusions that the eruptions 
were due to bismuth. 

While the title of this subject is pityriasis rosea-like 
eruptions due to bismuth, a careful analysis of the 
description of the individual lesions, both clinically and 
microscopically, conforms fairly well with that of lichen 
planus. To quote one of their sentences, “The periph- 
eral spread is not so apparent as in pityriasis rosea 
and while the lesion begins as small areas as well as 
large, in a few days they have become only slightly 
enlarged but definitely elevated and infiltrated.” Con- 
versely pityriasis rosea is usually more infiltrated in 
the beginning than at any other stage. It frequently 
appears as papules that spread peripherally and flatten 
out into scaly macules. It seems that lichen planus-like 
bismuth eruptions with pityriasis rosea-like distribution 
might be a more appropriate classification. 

In 1932 Skolnik and Aleshire reported 22 cases of 
bismuth eruption that were similar to these in many 
respects. Fourteen of their cases had pityriasis rosea- 
like lesions both in character and in distribution. An- 
other striking similarity in these two reports is that 
the eruption occurred about twice as frequently in 
women as in men and mostly in colored people. Fif- 
teen of the authors’ cases were Negroes. Only ten of 
Skolnik and Aleshire’s cases were Negroes, but they 
admit that the rate was high in proportion to the 
number of white people treated in the clinic. Pityriasis 
rosea-like eruptions occur mostly in the early stages. As 
a rule the lesions become indurated and lichenified with 
chronicity. Frequently the second and third recurrences 
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produce lichen planus-like or lichen simplex chronicus 
types of characteristics. Early recognition and prompt 
interruption of bismuth therapy may account for such 
a high percentage of acute cases in this series. This js 
indicative of good management since prolongation of 
treatment might have transformed many cases into the 
lichen planus-like group. 

Eruptions attributed to atabrine have similar appear- 
ances. The lesions are scaly and lichenoid, displaying 
a picture indistinguishable from that of bismuth erup- 
tions. Other drugs may have the same effect. To avoid 
unnecessary confusion a careful history is as important 
as the study of morphological characteristics for diag- 
nosis. 

Several important considerations can be drawn from 
this discussion and from reports of others in current 
literature. Eruptions from bismuth therapy are probably 
more frequent than was formerly thought. While a wide 
variation in lesions is encountered, a very high per cent 
is pityriasis rosea-like in type, especially in the acute 
stages. As the condition becomes chronic the lesions are 
more indurated and lichenified. This may be true in 
recurrences, but in many instances the eruption is milder 
than it was in the original outbreak. Another feature 
that should be of diagnostic importance is that the 
lichen planus-like variety presents the same pityriasis 
rosea distribution as occurs in the acute stages. This is 
well exemplified by the cases reported by Callaway and 
Noojin in 1942. In recurrence the lichen planus-like 
lesions usually arise from the pigmented spots remain- 
ing from a previous pityriasic bismuth eruption. It is 
also enlightening to find that many individuals develop 
a certain amount of resistance to the drug. Some may 
obtain complete immunity which would prevent estab- 
lishing a diagnosis according to the accepted criteria. 

To venture into the realm of speculation, regardless 
of the scarcity of pityriasis rosea in the Negro race, it 
is not too far afield to assume that some of these were 
true cases of pityriasis rosea in the beginning. The 
authors suggest that other skin conditions may be the 
sensitizing agents which facilitate the onset of bismuth 
eruption. Lowered resistance in skin lesions may cause 
an increase in the local deposit of bismuth. It is not 
unreasonable to consider that pityriasis rosea is a factor 
that sometimes causes the locus minoris resistentiae 
emphasized by the authors in their presentation. 

Dr. Harry M. Robinson, Sr., Baltimore, Md.—I have 
seen many cases of this type of eruption following injec- 
tions of bismuth, but principally in syphilis patients. I 
have, however, also given injections of bismuth in quite 
a few patients with lupus erythematosus, lichen planus, 
granuloma annulare, and verrucae of all types, yet * 
have never seen this eruption in these non-syphilitic 
patients. This may be more apparent than real and we 
may see eruptions eventually if we keep on using the 
drug in non-syphilitic patients. 

I question whether focal infections have any bearing 
on the cause of this eruption, because although in our 
dispensaries the preponderance of attendance is Negroes 
in the lower income groups and of poor hygiene, only 
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a comparatively small number of these patients have 
developed the eruption. I think it is safe to say that at 
least 90 per cent of these patients have focal infections 
of one sort or another and if the focal infection theory 
were important, I am sure there would be more patients 
developing these reactions. 


Dr. J. Lamar Callaway, Durham, N. C.—This paper 
not only provides a review of a very substantial number 
of cases of this type of drug eruption, but is also val- 
uable in that it lends evidence to support previous 
theories of the pathogenesis of this and other types of 
drug eruptions. It should be borne in mind that cu- 
taneous reactions to bismuth are rare, probably in the 
neighborhood of less than 1 per 1,000 patients treated, 
and that this one type is therefore even more unusual. 
That fact makes this series of 22 cases, with 14 of the 
pityriasis rosea type, a formidable number. 

There is some question in my mind as to whether 
or not these eruptions are members of the acute type 
of bismuth erupticns. It rather seems that they should 
belong to the chronic type. They frequently do not 
appear until after many injections are given, and tend 
to disappear rather slowly. 

The statistical breakdown according to race and sex 
is interesting. It is understandable that the Negro with 
generally poor standards of living and health might 
have more of this difficulty, but I cannot understand 
why the incidence in women outnumbers men 2:1. 

The histopathologic picture with resemblance to that 
of lichen planus certainly agrees with the observations 
of other workers. 

The high incidence of foci of infection in this group 
and the theory of locus minoris resistentiae are interest- 
ing and certainly supports the views of others regarding 
the role of intercurrent infection, dermatophytosis, and 
primary sensitization produced by some eczematizing 
agent in the predisposition to the development of drug 
eruptions. The increased percentage of bismuth present 
in the lesions certainly tends to support the theory of 
local cell damage in the production of these lesions. 


Patch testing to bismuth as an aid in distinguishing 
eruptions incurred during the process of treatment with 
both arsenicals and bismuth should be kept in mind. 
Patch tests may be helpful in ruling out arsenic and 
confirming bismuth as the cause of the eruption. 


Dr. Dobes (closing) —We have tried patch testing 
on some ten patients but we did not get any posi- 
tive reactions. I do not think, Dr. Callaway, that 
patch testing is of any value in trying to help make a 
diagnosis. The patch test is of limited value in estab- 
lishing a cause of an eczematous dermatitis except when 
produced by external contact substances. 


I do not know how to answer the question, Dr. 
Hamilton, as to why we have seen so many cases. 
We have seen four additional cases this year that were 
not reported in this paper. I think one reason is that 
we have not looked for this eruption before. When 
we started looking for bismuth eruptions, we found 
more of them. 
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Of course, most of these cases that I showed you 
pictures of were pronounced. One can get just a few 
lesions of bismuth dermatitis on the upper or lower 
extremities which may resemble and be diagnosed 
as nummular eczema unless a history and proper work- 
up is done. I believe that many of these cases are seen 
in clinics in other parts of the country but the diag- 
nosis is missed because pityriasis rosea-like bismuth 
eruption is not thought of. 

Most of our cases were clinic patients and they 
would not always return for a thorough work-up or 
follow-up. To some patients, on whom we wanted 
photographs and biopsies, we had to give a dollar 
every week to get them to come to the clinic. This 
paid their carfare and made it worthwhile to return. 
I believe I was short about sixty or seventy dollars 
when I got through with this work and giving away 
dollar bills. 

Also, some of these cases, just as in pityriasis rosea, 
are certainly atypical. Only three or four lesions may 
be present. A few lesions may appear on the back or 
elsewhere, and it is easy for us to make a vague diag- 
nosis of some eczematoid type of dermatitis. Actually, 
if we spent a little time on the history and follow-up, 
it would probably turn out to be a bismuth dermatitis. 

I should also like to say that, clinically, these cases 
we have seen certainly did not resemble lichen planus. 
There was no waxy appearance. The lesions were scaly 
and inflammatory, somewhat violaceous in color; there 
was not that flat-topped papule of lichen planus that we 
are accustomed to see in this disease. 





NAIL BED REACTIONS DUE TO 
“UNDERCOATS’* 


By EucEne S. Brereston, M.D., M.Sc. (Med.) 
Baltimore, Maryland 


In the past year a number of cases of finger- 
nail bed changes due to application of a nail 
polish undercoatt has come to the notice of 
dermatologists. Sulzberger et alii! believe that 
there have been hundreds of such cases in the 
United States and report twelve from their pri- 
vate practices. Sullivan? has reported a case 
recently with subungual hemorrhages and hyper- 
keratosis. A solution of synthetic rubbers and 
phenol formaldehyde resins in methyl ethyl ke- 
tone is used in most of the commercial under- 
coats and the resins and rubbers are believed 





*Received for publication April 14, 1949. 


tUndercoats are applied to the nails prior to application of 
the polish and are supposed to make the polish last longer and 
go on in smoother fashion. 
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to be the underlying cause of the changes which fingernails. The discoloration varied from yel- 
will be described. low to red-blue, brown or black and usually was 

Sulzberger et alii! noted certain features com- diffuse although occasionally punctate. Separa- 
mon to all of their cases: first, a discoloration tion of greater or lesser degree of the distal 
of the distal one to two-thirds of almost all portions of the nail plates from the bed was 





Fig. 1 
Discoloration distal portion of nails. 





Fig. 2 
Subungual keratotic debris with elevation of nail plates. 
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observed. There were variable changes in the 
finger tips and periungual tissues. Subjective 
symptoms were sometimes present. The skin 
changes were trivial and consisted of scaling of 
the finger tips, some edema and erythema and 
occasionally paronychia. Tenderness, pain, pares- 
thesias, and inability to do fine finger move- 
ments are some of the symptoms reported. All 
the patients reported were women. The changes 
developed suddenly after two to four months of 
use of the undercoat. The pathologic changes 
are subungual for the most part. The discolora- 
tion of the nails is due to pigment and kera- 
totic material under the nail. Some of the pig- 
ment is blood as the benzidene test is positive. 
Nail bed biopsy proved the changes to be an 
eczematous reaction microscopically. Fungus 
studies were all negative. 


Patch tests disclosed positive tests in some 
instances to the finished product alone and in 
others to certain of the basic ingredients, chiefly 
the rubbers and resins. A variety of commer- 
cial undercoats gave similar patch reactions in 
the affected individuals showing common or 
identical ingredients to be the basic factor. 
Sulzberger! believes repeated exposures to the 
undercoat sensitized some cases, and in others 
previous exposures to the rubber or bakelite 
resins in other forms and products sensitized 
the cases prior to use of the undercoat itself, 
resulting in a flare-up when the undercoat was 
applied. Sulzberger concludes that the process 
is an eczematous contact type of reaction. 


CASE REPORT* 


Miss J. H., age twenty-five, came in the office quite 
upset about having “Reynaud’s disease.” She had no- 
ticed several months previously that the distal portions 
of all her finger nails were discolored yellow and gray, 
thickened, elevated from the nail bed, and bleeding 
points were seen in the nail and under the nail edge 
from time to time. Numbness, redness and pain were 
present in the finger tips. She had been seen by several 
internists, one of whom told her she had Reynaud’s 
disease and another had disagreed suggesting she see a 
dermatologist. She had a history of using an undercoat 
on her fingernails called “everon”t every few weeks 





*This patient was seen through the courtesy of Dr. S. 
Tompakov. 


tProduct of the Revlon Company. 
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for four months prior to noticing the nail changes and 
was still using it at the time she was first seen. 

Examination disclosed yellow gray discoloration of the 
distal two-thirds of all the fingernails with hyperkera- 
totic debris under the nails. The nail plates were 
thickened and elevated from the nail beds. Some hemor- 
rhagic punctate areas were seen in some of the nails. 
There was erythema, and scaling of the fingertips and 
several fingers showed some periungual edema and 
erythema of the soft tissues around the nails (Figs. 1 
and 2). Nail scrapings and cultures for fungi were 
negative. 

Patch tests to her nail polish were negative but her 
skin gave strongly positive patch tests to “everon” 
undercoat full strength, as well as strongly positive 
tests to “everon” diluted 50 per cent with mineral oil 
and again when diluted to 10 per cent with mineral 
oil. The severity of the patch test reactions was 
marked by vesiculation, erythema and edema and the 
test sites were still positive three weeks later. Break- 
down patch tests with the basic ingredients of “everon,” 
rubber solution, resin and methy] ethyl ketone disclosed 
a vesicular reaction with rubber solution at forty-eight 
hours, and at seventy-two hours a similar reaction to 
the resin. 

When last seen two months later the changes in 
the nails were beginning to disappear. The patient 
was reassured and advised to discontinue “everon” and 
all other similar undercoats for the nails. 


SUMMARY 


Undercoats for fingernails can be the cause 
of an eczematous contact type of dermatitis of 
the fingernail beds. This reaction produces ob- 
jective findings of discoloration, thickening of 
the nail plates, elevation of the nail plates from 
the nail bed, hemorrhages into the nail bed, 
keratotic debris under the nails, and subjective 
findings of pain, tenderness, edema, erythema, 
scaling and paresthesias of the finger tips. Patch 
tests may be positive or negative to the finished 
undercoat product but often the negative as well 
as the positive test cases are found positive to 
some of the breakdown ingredients, notably the 
rubbers and formaldehyde resins. If the use of 
the undercoat is discontinued the nails presuma- 
bly return to normal. 
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ANESTHESIA IN PROCTOLOGY* 


By H. C. Stocum, M.D. 
and 
C. R. ALLEN, M.D. 
Galveston, Texas 


An anesthetic is often required for proctologic 
procedures, whether diagnostic or therapeutic. 

Most physical disturbances involving the ano- 
rectal region are complicated by the factor of 
pain. The patient may notice bleeding from the 
rectum, protrusion, abscess, discharge, itching, 
diarrhea with pus or blood, but the intense 
pain of even a small thrombotic hemorrhoid 
usually convinces him that he should seek medi- 
cal attention. 


The examination and treatment of anorectal 
disease may appear anatomically superficial com- 
pared with the approach to a gastric resection 
or splenectomy, but, the pain fibers and auto- 
nomic reflexes to this area are such that often 
profound relaxation with deep anesthesia may 
be required for a minor procedure. It is well 
known that sudden dilatation of the rectal 
sphincter in a poorly anesthetized patient has 
caused profound shock or death. 

A brief review of the nerve supply to the anus, 
rectum and colon shows that the sigmoid colon 
and rectum are innervated from the visceral por- 
tion of the nervous system both sympathetic 
and parasympathetic. The anal canal and the 
perianal area are innervated essentially from 
the somatic portion of the nervous system. The 
anorectal line which represents the junction of 
the rectum and the anal canal seems to be the 
area demarcating the sensation of pain. Above 
this line the visceral sympathetics transmit re- 
flex stimuli evolved from torsion, distension or 
crushing. The sensations of pain which are 
acutely present below the anorectal junction 
seem to be entirely lacking. The internal sphinc- 
ter is innervated in a manner comparable to 
that of the sigmoid colon and rectum. 


The anal canal, external sphincter, levator ani 
and the perianal region are supplied by the 





*Read in Section on Proctology, Southern Medical Association, 
—— Annual Meeting, Miami, Florida, October 25-28, 
1948. 


*From the Department of Anesthesiology, University of Texas 
School of Medicine, Galveston, Texas. 
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somatic sensory nerves lying in the primary pos- 
terior divisions of the five sacral and the coccy- 
geal nerves. Bacon! has shown graphically the 
distribution of the sensory fibers arising from 
the sacropudendal plexus. Because sensory fibers 
from the sacropudendal plexus also supply the 
genito-urinary system the pelvic pain associated 
with disease of this system may be a confusing 
element in the diagnosis of anorectal disease. 

The choice of anesthetic drugs and technics 
depends upon the type of operation the sur- 
geon wishes to perform and the technical man- 
ner in which he chooses to approach the opera- 
tive field. The physical condition of the patient 
which includes all the complications of the res- 
piratory, circulatory, nervous and other sys- 
tems constitutes the deciding factor. 


INHALATION ANESTHESIA 


Many surgeons do not like inhalation anes- 
thesia for proctological operations, but fre- 
quently patients are embarrassed to a point 
where they would rather leave the hospital than 
to remain awake through the procedure. Occa- 
sionally the patient is influenced by psycho- 
genic factors so that the surgeon would rather 
not have him “present” at the operation. Fre- 
quently the position of the patient on the oper- 
ating table greatly influences the choice of anes- 
thetic drugs. 

Because the rectal sphincter is one of the last 
muscular tissues of the body to relax under 
anesthesia and because the autonomic reflexes 
to this area must be obtunded completely, deep 
cyclopropane or ether anesthesia has always 
been considered necessary. The disadvantage of 
deep surgical anesthesia must be considered 
when a patient is to be placed in the prone jack- 
knife position. In this instance the weight of 
the viscera is forced against the diaphragm 
by gravity inhibiting the diaphragmatic function 
of respiration. If intercostal respiration is al- 
ready ineffectual due to central depression the 
end result is respiratory depression with sec- 
ondary circulatory depression which may result 
in shock. 

Since curare has been used to effect muscle 
relaxation in anesthesia it is no longer neces- 
sary to subject the patient to extremely deep 
surgical anesthesia. Light surgical anesthesia 


plus an adequate amount of curare will permit 
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the poor risk patient to be operated upon with- 
out fear of respiratory depression or circulatory 
collapse. 

Anesthesiologists who attempt to maintain 
light surgical anesthesia under cyclopropane 
must be reminded of the intense response to 
anorectal stimulation. If the patient is a highly 
nervous individual or extremely apprehensive as 
to the operative procedure a sudden dilatation of 
the sphincter may cause a serious arrhythmia or 
ventricular fibrillation. Fig. 1 shows a typical 
picture of ventricular fibrillation as produced in 
a dog by combining cyclopropane and epineph- 
rine. Ventricular fibrillation in the average 
patient does not predispose to record making. 


INTRAVENOUS ANESTHESIA 


One of the anesthetic technics which has been 
successfully used in proctology is the intravenous 
administration of a 2.5 per cent solution of 
sodium “pentothal.” Curare may be combined 
with the solution as desired. Induction of anes- 
thesia with the drug is very smooth and quite 
satisfactory except for patients who are sensi- 
tive to the barbiturates or who have asthmatic 
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tendencies. If the patient is permitted to ac- 
quire a moderate barbiturate saturation before 
the surgical procedure is started the course is 
usually satisfactory. If the patient is stimulated 
in a light plane of “pentothal’” anesthesia before 
the saturation point is reached then bouts of 
coughing, sneezing or laryngospasm may be ex- 
pected. If the asthmatic patient tends to enter 
a state of bronchiolar spasm, withdrawal of the 
barbiturate and the use of nitrous oxide or ether 
are indicated. As “pentothal” has the respira- 
tory depressant effects of the barbiturate family, 
the effect of overdose would be serious particu- 
larly with the patient in a prone position. It 
is recommended that oxygen and nitrous oxide 
be administered to all patients receiving a “pen- 
tothal” anesthetic. The use of atropine in large 
clinical doses combined with morphine has a 
tendency to obtund some of the reflex irritability 
which may be present under this anesthetic. 


REGIONAL ANESTHESIA 


Regional anesthesia includes spinal, caudal, 
transsacral and local infiltration technics. Be- 
cause the patient under general anesthesia may 





Fig. 1 
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present special problems in respiration and cir- 
culation, many surgeons are enthusiastic about 
one form or another of regional anesthesia. Fig. 
2 shows eleven needles properly placed in the 
sacral and caudal foramen which constitute the 
technical approach to transsacral anesthesia. 
Proctologists who have available an anesthesi- 
ologist capable of performing transsacral blocks 
consider themselves fortunate because of the ad- 
vantages inherent in this technic. Fig. 3 shows 
a malleable needle placed in the caudal canal. 
Both caudal and transsacral technics permit 
extradural blocking of the nerves to the anal, 
rectal and genito-urinary structures. One per 
cent procaine solution is considered satisfactory 
for the transsacral block whereas 1.5 per cent 
“metycaine” is most commonly used for the 





Fig. 2 
Needles in place for transsacral anesthesia. 





Fig. 3 
Needle in place for continuous caudal anesthesia. 
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caudal technic. The caudal technic is not always 
entirely satisfactory due to the fact that ana- 
tomical variations in the sacral structures often 
cause a sacral nerve on one side to remain un- 
anesthetized. The transsacral technic is satis- 
factory in a much higher percentage of cases, 
The advantages of these .technics most frequently 
quoted are the duration of the analgesia follow- 
ing surgery and the avoidance of post lumbar 
puncture headache. 


SPINAL ANESTHESIA 


Those who are unfamiliar with the caudal and 
transsacral technics or do not wish to be both- 
ered with technical “needle work” may prefer 
to use spinal anesthesia. Most spinal anesthetic 
drugs are classed as hypobaric (lighter than 
spinal fluid) or hyperbaric (heavier than spinal 
fluid). The position of the patient on the table 
and the desired duration of analgesia frequently 
determines which class of drugs will be used. 
Most -physicians are familiar with the use of 
procaine in a five per cent solution for intra- 
thecal administration. Being a hyperbaric. drug 
it is usually administered in a fifty milligram 
dose to the patient who is in a sitting position. 
The patient remains sitting for five to six min- 
utes which gives the drug an opportunity to 
settle to the lower portion of the dural sac and 
a typical saddle analgesia comparable to that 
produced by a caudal or transsacral block is pro- 
duced. As soon as the drug is relatively well 
fixed the patient may be placed in either the 
lithotomy or prone position. ‘“Nupercaine” 
(1:200) combined with glucose, or “pontocaine” 
(1 per cent) combined with glucose, may be 
used in the same manner as procaine if analgesia 
of longer duration is desired. Hypobaric drugs 
such as “nupercaine” 1:1500, “spinocaine” 5 
per cent or “pontocaine” 1 per cent with dis- 
tilled water may be used for the patient who is 
placed in the prone jackknife position before 
the spinal needle is introduced. Since these 
drugs are all lighter than spinal fluid they will 
rise to the highest point of the dural sac thus 
producing the desired saddle block. 


All drugs used for the various types of re- 
gional anesthesia may, in sensitive patients, 
cause circulatory distress ranging from a mild 
bradycardia to complete collapse, shock and 
death. Also, they may cause neurogenic mani- 
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Contraindications to spinal, caudal or trans- 
sacral anesthesia are cardiac decompensation, ex- 


tremes of hyper or hypotension, central nervous 
system disease, pernicious anemia, extremes of 


poor physical status, shock, psychoneurosis and 
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the history of sensitivity to local anesthetic 
drugs. 

The position of the patient on the operating 
table may do as much to harm the patient or 
help the surgeon as any combination of drugs 
or technics. Fig. 4 shows the circulatory de- 
pressant effects on a patient placed in the prone 
jackknife position. Buie’ stresses the advantage 
of having the patient in the prone position for 
anorectal surgery. He also stresses having the 
table level and having proper support for the 
iliac crest of the patient. To add to the com- 
fort of the patient we recommend a large pillow 
placed under the sternum in a diamond shaped 
pattern so that the patient’s shoulders may rest 
on the lateral points and the patient’s head on 
the upper point. In this way the patient is more 
comfortable because the side of his head rests 
on the edge of the pillow and is not turned 
sharply to one side. Dye® has recently reported 
the advantage of the use of hypobaric “ponto- 
caine” solution, whereby the spinal needle is 
introduced after the patient is in the prone posi- 
tion. Fig. 5 shows a patient in this position 
with a spinal puncture needle in place. This 
technic offers the advantage of using small doses 
of “pontocaine” (4-5 mg.) and avoiding the 
necessity of radical changes in position of the 
patient. The respiratory and circulatory effects 
due to changing the positions of the patient have 
been discussed elsewhere.* The patient in the 
lithotomy position does not present a good ana- 





Fig. 5 
Patient in prone, head low position for hypobaric spinal 
anesthesia. 
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tomical field unless the knees are flexed almost 
to the chest or sand bags are placed under the 
sacrum. In either case the patient is extremely 
uncomfortable after being in this position for a 
short time. It has been our experience that a 
patient suffered severe lumbo-sacral pain at 
the level of saddle analgesia which necessitated 
the institution of “pentothal” anesthesia. The 
elderly patient with arthritis or the obese patient 
with a large abdominal fat pad does not tolerate 
this position. 


The most frequent postanesthetic complica- 
tions are referable to the gastro-intestinal, 
cardiorespiratory and genito-urinary systems. 
Nausea and emesis may follow any type of 
anesthetic procedure whether inhalation, intra- 
venous or regional. In many instances the 
opiates used for pre-anesthetic medication or 
during the operative procedure may be responsi- 
ble for emesis or nausea lasting many hours. 
Opiates administered after the operation may 
cause this picture to persist for the duration of 
the effect of the drug. Postoperative respiratory 
complications may be expected in almost equal 
proportion regardless of whether general or block 
anesthesia is used. These complications are most 
frequently based upon the integrity of postoper- 
ative care barring pre-existing infection and 
emesis during the operation. Postoperative circu- 
latory complications frequently have their be- 
ginning during the surgical procedure in asso- 
ciation with complications of anesthesia. Only 
cautious administration of depressant drugs and 
careful observation of the patient at all times 
will prevent overdose or misuse of drugs result- 
ing in circulatory depression. 


Genito-urinary complications and cauda equina 
syndrome are most frequently observed follow- 
ing spinal, caudal or transsacral blocks. Kurtz‘ 
reports catheterization in 11 per cent of pa- 
tients following “pentothal” anesthesia as com- 
pared to 16 per cent for regional anesthesia. 


Since the anesthesiologist has learned to com- 
bine the various anesthetic drugs and technics, 
he has found it possible to make use of the 
advantageous factors while excluding many of 
the undesirable effects. He has learned to com- 
bine curare with inhalation drugs, administer 
light “pentothal” anesthesia to patients with 
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block anesthesia, limit spinal anesthetic drugs 
to minimal effective amounts and to be ready 
for any and all emergencies involving the res- 
piratory, circulatory and nervous systems. 
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DISCUSSION (Abstract) 


Dr. C. G. Mentzer, Miami, Fla—Most of us use only 
one method, unless contraindicated, and so become more 
or less proficient in its administration. Caudal anes- 
thesia is my choice for most of my anal surgery, and 
I have wondered why so simple a method should ever 
be complicated by adding sacral anesthesia. 


Two years ago I made an analysis of 1,750 consecu- 
tive cases of caudal anesthesia. Complete anesthesia 
was obtained in 93 per cent and partial in 6 per cent, 
with only 1 per cent total failure. This indicates that the 
method is not difficult and I assure you it is easily 
learned. 


Two per cent “metycaine” is the anesthetic of choice 
and 25 cc. is the average amount given, with induc- 
tion time averaging about 7 minutes. Reactions to this 
anesthetic and method were rare and the only contra- 
indication is in cases of poor cardiac risks, because of 
the occasional marked drop in blood pressure. Local 
anesthesia is used in these cases. Both my colleagues 
and I have found caudal anesthesia to be a highly 
satisfactory method for almost routine use in proc- 
tologic surgery. 


Dr. D. C. Robertson, Orlando, Fla—I should like to 
emphasize the value of the combination of “pentothal” 
and local anesthesia. I have gone through ether anes- 
thesia, nitrous oxide anesthesia, spinal anesthesia, and 
caudal anesthesia. From the patient’s standpoint, it is 
very easy to be put to sleep quickly with “pentothal.” 


Before the war, in Orlando, the nurse anesthetists 
were trained to give a great deal of intravenous anes- 
thesia, using it for all types of abdominal work. The 
relaxation is not, of course, so satisfactory as we should 
like, as in spinal anesthesia, but since they became 
more proficient with it, I have used it considerably 
in rectal surgery. 

In the past year, I have been using it with procaine. 
It is my practice to inject about 30 cc. of procaine just 
as soon as the patient is asleep. By doing that, instead 
of using 100 to 150 cc. of 2 per cent “pentothal,” we 
now do rectal and anal surgery by using 2.5 cc. of 
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sodium “pentothal” in about 30 cc. of one per cent 
procaine hydrochloride. The combination of the two 
makes it one of the safest anesthetics that I know. 


The anesthesia is prompt, the patient is asleep, and 
there is no waste of time in giving the caudal with 
the insertion of the multiple needle. I will admit it 
gives an ideal form of anesthesia, but I think the same 
thing can be accomplished with “pentothal” plus pro- 
caine. We have had no cause to regret the use of this. 
It is satisfactory from all points of view. 


Dr. A. M. Phillips, Macon, Ga.—I am like Dr. Robert- 
son. I have used “pentothal” for the last few years in 
approximately 1,500 cases without any particular trou- 
ble at all. I have read that a barbiturate should not 
be given preoperatively, but have never understood why. 
I have continued to use it in my preoperative medica- 
tion. 


Our anesthetic department is probably different from 
those of hospitals which have a department of anes- 
thesiology. This we do not have. We rely upon the 
nurse, a trained anesthetist. I was unable to find from 
any of our anesthetists why barbiturates may not be 
used satisfactorily. 


Dr. Slocum (closing).—The point that should be 
stressed is the general physical condition of the pa- 
tient. All systems should be examined as well as and 
as completely as the proctologist would examine for 
the disease in which he is interested. The physician 
who makes it his business to administer anesthetic 
drugs also has to make it his business to check up very 
closely on the physical condition of the patient. That 
is why we use various types of technics and various 
types of drugs. 


The combination of drugs has been mentioned. We 
believe that any patient under spinal, block or local 
anesthesia should have some sedative if it is necessary 
to keep him quiet or comfortable. That is just as 
important as having adequate relief of pain: in other 
words, psychic sedation. 


I am heartily in favor of the technic of combining 
“pentothal” with local anesthesia that the doctor is using. 


The question concerning the use of “nembutal” for 
premedication refers directly to the respiratory depres- 
sant effects of all the drugs in that particular group. A 
patient placed in the prone position, prone jackknife 
position, needs all the physical facilities of the neuro- 
muscular mechanism in respiration in order to maintain 
adequate circulation and normal physiologic function. 


A short-acting barbiturate in a heavy dose given before 
an ultra short-acting barbiturate, such as “nembutal” or 
“seconal,” before “pentothal,” may produce the cumu- 
lative effects of a long-acting barbiturate. When the 
patient is in the prone position respiratory or circula- 
tory depression may occur from the effects of gravity. 
The effects of large doses of barbiturates added to this 
depression often accomplish the harmful results which 
one wishes to avoid. e 
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HOW MAY A PROCTOLOGIST BEST 
SERVE HIS PATIENTS AND 
THE PROFESSION ?* 


By Wm. THomas Brockman, M.D. 
Greenville, South Carolina 


This question could well be applied to all spe- 
cialties, including the general practice of medi- 
cine, soon to be a specialty. The answer might 
well be found by going back to our old family 
physicians. The enviable reputation of Ameri- 
can medicine is attributable in large part to the 
family physician and the general surgeon, and 
this reputation was achieved through the appli- 
cation of three cardinal principles upon which 
this paper shall be based. The first is interested 
sacrificial service fostered by a close physician- 
patient relationship. All of the specialties, even 
the general practitioner, seem to be getting fur- 
ther away from this desirable approach. The 
causes and reasons for this are tied up closely 
with a number of different inciting factors. In 
general, we can state that it is associated with 
evolutionary changes in our social structure 
affecting every walk of life. The late war and 
its after effects have certainly aggravated this 
condition and speeded up the trend of change 
we find ourselves in now. People were shuffled 
about during the war, large migrations into 
urban areas, from the country and from one 
city or small town to another, have placed 
people in contact with strange physicians and 
vice versa. The element of personal interest 
and friendship has suffered most, while the ele- 
ment of adequate professional service has not 
been benefited. Hospitals are most crowded, 
both because of increased urban population and 
increased use of the hospital for the care of 
patients. This latter is due partly to changed 
ideas about the proper method of caring for 
the patient and to the fact that more people 
now are financially able to enter the hospital. 
This is associated with the postwar pseudo 
prosperity and with the increased popularity 
and application of hospital insurance, both com- 
mercial and Blue Cross. 


The second cardinal principle is well informed, 





*Chairman’s Address, Section on Proctology, Southern Medi- 
cal Associati@®, Forty-Second Annual Meeting, Miami, Florida, 
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astute application of time tried methods of 
diagnosis and treatment. 

The third principle is intelligent use of con- 
sultations. 

The proctologist in his relationship to the 
general practitioner and the general surgeon 
and related specialists is in a position to be of 
considerable help in giving his colleagues a few 
simple every day hints concerning the manage- 
ment of anorectal diseases. Just as in the prac- 
tice of proctology over a period of time, the 
majority of the patients fall under the heading 
of those having anorectal disease, so in any 
specialty, patients with rectal complaints most 
frequently fall in this category. It is my de- 
sire, then, to discuss informally some of the com- 
mon rectal diseases, hoping to give some useful, 
every day information concerning the care of 
these patients. 


HISTORY 


It is of utmost importance to obtain a com- 
plete, thorough history. A history frequently 
yields valuable information about the etiology, 
pathogenesis, diagnosis and prognosis of the 
rectal complaint, and frequently gives useful 
hints about the related or unrelated conditions. 
It should include a review of the present illness, 
the family history, the past history and previous 
health of the patient, and a review of the 
systems. It is of great help in evaluating the 
general physical condition of the patient and 
his psychological make-up, as well as his rectal 
complaint. 


PHYSICAL EXAMINATION 


Since rectal disease is not infrequently a 
manifestation of disease in other parts of the 
gastro-intestinal tract and of disease of liver or 
other organs, it is important to do a complete 
physical examination in each case. Examina- 
tion of the rectum should include inspection of 
the anus and surrounding skin for fissures, 
fistula, cysts, external hemorrhoids, pruritus ani, 
abscesses, neoplasms and ulcerations, both spe- 
cific and nonspecific. The gloved finger should 
be inserted to obtain information about the con- 
dition of the sphincter muscle and the mucous 
membrane of the anal canal and rectum, pres- 
ence or absence of stricture, polyps, neoplasm, 
or abscess. The use of the speculum with a 
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good light is important properly to evaluate 
the intra-rectal condition. 

Anoscopy and proctoscopy should be used on 
all patients and sigmoidoscopy should be used 
when there is any reasonable doubt as to the 
diagnosis, or when symptoms, such as blood 
in stool, loss of weight, or change in bowel habits 
exist. 


LABORATORY TESTS 


These should consist of complete blood count 
clotting time, urinalysis and a standard test for 
syphilis. Patients frequently develop a surpris- 
ing degree of secondary anemia from chronic or 
subacute rectal bleeding arising from hemor- 
thoids, polyps or neoplasms. The anemia should 
be appropriately treated by the proctologist or 
general practitioner, correcting at the same time 
the cause of the bleeding. A stool examination 
for ova, parasites, occult or gross blood, pus, 
mucus and food particles is frequently invaluable 
in diagnosing diseases of the rectum and colon. 
A direct smear from an ulcer in the rectum or 
sigmoid colon is helpful in diagnosing amebic 
colitis. 

The x-ray is valuable in demonstrating polyps, 
diverticula or neoplasms beyond the reach of the 
sigmoidoscope. The double contrast barium 
enema technic is most helpful. The diagnosis of 
various forms of colitis is frequently facilitated 
by the use of the contrast enema. 

Let us talk for a while about some of the 
more common rectal complaints. Seventy to 80 
per cent of proctologic complaints involve the 
every day anorectal diseases: anal fissures, near- 
ly always associated with hemorrhoids or hyper- 
trophied papillae; acute thrombosis, single, mul- 
tiple or strangulated; anorectal fistula; rectal 
abscess; pruritus ani, and rarely, amebiasis; 
very rarely, ulcerative colitis, fairly frequently 
adenocarcinoma of the rectum and colon. 


When a patient has a history of sudden onset 
of painful bowel movement, associated with 
heavy lifting, straining or occasionally with a 
severe diarrhea, one often encounters throm- 
bosed external hemorrhoids. These patients 
have too much tenderness and pain to permit 
an internal examination, and they are best man- 
aged by hospitalization and excision of the 
external thrombi and repair of any associated 
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internal disease. This is to be preferred to a 
preliminary local incision or excision of the 
thrombus as an office procedure, since the asso- 
ciated and causative internal disease is not cured, 
thus necessitating a secondary procedure at a 
later date. 


A history of painful movements, with pro- 
lapse and inability to reduce the mass suggests 
strangulated hemorrhoids. These cases should 
be hospitalized and given ice compresses to the 
rectum to reduce the swelling and allow as much 
resolution as possible, since in this manner we 
are able to distinguish more easily the hemor- 
rhoidal tissue from the surrounding normal 
tissue. 


When one hears a history of onset of burning 
and lasting pain upon bowel movement, with 
associated tenesmus and sphincter spasm, an 
ulcer or fissure is suspected. And when there 
is a history of an abscess which has been in- 
cised or which ruptured spontaneously, with 
relief of symptoms followed later oftentimes by 
secondary appearance of abscess and a second 
rupture or incision, one can always suspect a 
fistula. 


When the physician is confronted with a his- 
tory of pain about the rectum of a continuous 
throbbing character, frequently preceded by a 
history of hemorrhoids or ulcer for some time 
prior to onset, with fever, chills and malaise, 
he will often find a perirectal abscess. This 
should be drained as soon as the diagnosis is 
established, not waiting for complete localiza- 
tion of the abscess with fluctuation to occur. 


Pruritus ani is a condition rather frequently 
met with by the proctologist, general practitioner 
and general surgeon. These patients represent 
difficult diagnostic and therapeutic problems. A 
thorough history is invaluable for evaluation of 
these patients. Allergic factors must be carefully 
investigated. The psychic factor is also of great 
importance. Associated metabolic disturbances 
are occasionally met with, such as diabetes mel- 
litus, where pruritus vulvae is a frequent ad- 
junct. Various causative organisms are cited 
as responsible agents in causing this condition, 
though there is little agreement as to the relative 
importance of each. Among these are fungous 
infections, including yeast, monilia and epiderm- 
ophytosis, associated with athlete’s foot. Pin 
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worms are rarely implicated. Trichomonas vag- 
inalis is a frequent offender among women. 
The so-called “itching pile” may occasionally 
cause the syndrome but it is generally agreed 
that rectal disease rarely causes the serious itch- 
ing met with in these patients. In the treatment 
of these patients, it is important to palliate the 
severe exudative dermatoid type with the usual 
bland lotions or unguents, prior to attempting 
any specific therapy. Terrell feels that fungous 
infection is the most common offender among 
the so-called idiopathic cases. Due to lack of 
adequate laboratory facilities to demonstrate 
the specific fungous involved, it is often neces- 
sary to treat these cases empirically. A solu- 
tion of gentian violet or “bismuth violet” has 
proven highly efficacious, along with the appli- 
cation of Lassar’s zinc paste with 2 per cent 
salicylic acid. Of course the associated rectal 
disease if present should be treated after the 
condition of the skin is suitable for operation. 

One of the most valuable methods of treat- 
ment of anorectal conditions in the armamen- 
tarium of the proctologist is the injection of 
various sclerosing agents. The modern proc- 
tologist finds the use of injection treatment a 
valuable adjunct to operative methods. Each 
method of treatment has its indications and 
these rarely overlap. Among the indications 
for injection are the following: 


(1) Early uncomplicated internal hemor- 


rhoids. 

Rectal prolapse in the senile or very 
young patient. 

As a diagnostic measure when confronted 
with a history of rectal bleeding and min- 
imal or moderate rectal disease that can- 
not be definitely implicated as the source 
of the bleeding. Here injections may be 
tried and if the bleeding persists one may 
look higher in the rectum and sigmoid 
for the source. To clear up associated 
rectal disease first often facilitates the 
sigmoidoscopic examination. 


(2) 
(3) 


THE CARE OF THE PATIENT IN THE HOSPITAL 


All operative cases should be handled in the 
hospital. It is desirable to admit the patient 
to the hospital at least 24 hours prior to opera- 
tion in the uncomplicated cases. As has been 


SOUTHERN MEDICAL JOURNAL 


July 1949 


previously said, in certain cases, such as stran- 
gulated hemorrhoids, several days in the hos- 
pital prior to operation are desirable, to allow 
reduction of edema and resolution of the in- 
flammatory reaction to occur. The night prior 
to the operation, patients receive cleansing 
enemas of plain water or saline, a light diet, 
and usually a barbiturate to aid in sleeping. 
The preoperative medication, given on the morn- 
ing of the operation, varies with the individual 
patient and with the type of anesthetic used. 
In general, for patients who receive sodium 
“pentothal” or spinal procaine (saddle block) 
anesthesia, “nembutal” 0.1 gram is given one 
hour prior to the call to the operating room. 
The intravenous sodium “pentothal” anesthesia 
finds its best indication in young individuals 
and in certain other patients who, because of 
a high-strung temperament, may react poorly 
if they remain awake during the procedure. The 
use of the spinal anesthetic is most helpful in 
older patients who may have circulatory or 
respiratory conditions which would make a 
general anesthetic undesirable. The use of 50 
mg. of procaine in 1 cc. of spinal fluid, injected 
slowly through a 23-gauge needle into the sub- 
arachnoid space at the fourth lumbar inter- 
space, with the patient in the sitting position, 
gives a very satisfactory anesthetic, with little 
discomfort to the patient. There is very little 
change in the cardiovascular system or blood 
pressure and the respiratory excursions are 
unaffected. A caudal anesthetic is useful in a 
few cases and, rarely, an infiltration anesthetic, 
using 0.5 per cent procaine is useful as the 
least harmful of all types and often, in the 
very old or debilitated patient, this anesthetic 
is the only one that can be safely used. 


We will not dwell upon the various technics 
of surgery of the anus and rectum, but a few 
words concerning the postoperative care may 
be helpful. After returning to their rooms fol- 
lowing the operation, patients usually are given 
one dose of “pantopon” or morphine for pain. 
They are then maintained on heat compresses 
and “empirin” tablets as necessary. Occasionally 
“demerol” is used, particularly when the opera- 
tive procedure has been an unusually radical 
one and a considerable amount of suturing has 
been done. The trend now seems to be to avoid 
using suture material as much as possible and 
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still maintain good hemostasis. The use of the 
various hemostatic agents, such as “oxycel 
gauze” is proving helpful in this connection. 
Dr. Marion Pruitt of Atlanta has said recently 
that he uses such agents routinely. Patients are 
given a regular diet the night following the 
operation. Though there apparently is no satis- 
factory laxative, we find that “metamucil,” one 
dram every morning, with an ounce of heavy 
mineral oil at night, is useful during the imme- 
diate postoperative period. Perhaps the only 
satisfactory answer to constipation following 
this period is the use of plain water or normal 
saline enemas routinely. Patients are given 
warm witch hazel compresses to the rectum the 
day following the operation, and on the follow- 
ing day Sitz baths are started. It is desirable 
to have the patient have a bowel movement on 
the second or third postoperative day, and fre- 
quently an enema is necessary to initiate bowel 
movement. Enemas are given when necessary 
following this time. Patients usually remain in 
the hospital from 6-10 days, depending upon 
the nature of the operation. About the sixth 
day, as soon as the likelihood of bleeding no 
longer exists, patients are brought to the office 
and given more specific postoperative care than 
they can receive in the hospital. A mixture of 
100 per cent ichthyol with “eczol” ointment is 
introduced into the rectum and the patients are 
given infra-red treatment to the anus and rectum. 

One week following discharge, or usually about 
two weeks postoperatively, patients are instruct- 
ed to massage the rectum with zinc oxide oint- 
ment. This is continued for about 7-10 days 
until complete healing occurs. This massage 
treatment is very helpful to prevent the develop- 
ment of postoperative anal stenosis. Through- 
out this postoperative period the patient is made 
to feel that the physician is interested in the 
final outcome, and it is impressed upon the 
patient that if at any future time he has any 
further trouble he is to return. It is through 
careful follow-ups that the proctologist is able 
to benefit the patients who fail to heal rapidly 
or have difficulty in reaching the normal state. 
These patients represent only a small per cent 
of the total, but they are the ones whom we 
should try hardest to cure, because they repre- 
sent the potentially dissatisfied cases. 


I did general practice for a decade and I 
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made some close friends. I learned early that 
anorectal patients appreciate kindness and ability 
much more than any other class of patients I 
have treated. It is true today, after twenty-five 
years in this field, that our work is more deli- 
cate and should have all the skill we can master 
if we are to hold the patients’ esteem and love. 
We can do much to promote careful, gentle 
examinations; we can use the sigmoidoscope to 
find early polyps or malignancies. Most often 
we can find cancer by palpating with the glove 
finger. It has been said that seventy per cent 
of malignancies which occur between the stom- 
ach and rectum will be found by the glove 
finger. 

Just where, then, can the proctologist best 
serve his patient and the profession? 

First, the proctologist should be sympathetic, 
friendly and kind. No class of patients appears 
to dread the ordeal of consulting a physician 
more than do rectal sufferers. These patients 
have heard wild and true stories of how dis- 
agreeable is rectal examination and treatment. 
They hear some true and some untrue histories 
of gruelling experiences of older patients years 
ago. 

Ours is a new specialty. We must make these 
patients forget the old tales, by kindness, safe 
anesthetics, good technic, and a gentle after- 
care until they are healed and dismissed. 





RECENT DEVELOPMENTS IN 
THE FIELD OF EDUCATION 
IN INDUSTRIAL MEDICINE* 


By Ernest W. Brown, M.D.t 
Chicago, Illinois 


In approaching the subject of recent develop- 
ments in the field of industrial medical educa- 
tion one is reminded that there is some con- 
fusion today as to the precise significance of 
the term “industrial medicine.” The scope of the 
accepted clinical specialties, such as neurology 
or dermatology, for which certifying boards have 





*Read in Section on Industrial Medicine and Surgery, Southern 
Medical Association, Forty-Second Annual Meeting, Miami, Flor- 
ida, October 25-28, 1948. 
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been established is clear cut, but there is still 
considerable misunderstanding as to the range 
of activities under the general coverage of indus- 
trial medicine. 


One encounters frequently such terms as in- 
dustrial hygiene, industrial health, occupational 
medicine and occupational health, all used 
synonymously for industrial medicine. For ex- 
ample, Yale University has an Institute of Occu- 
pational Medicine and Hygiene, Cincinnati Uni- 
versity an Institute of Industrial Health, the 
University of Pittsburgh School of Medicine a 
Department of Industrial Hygiene and Wayne 
University a School of Occupational Health. It 
appears to the writer that there is a pressing 
need for the adoption and general acceptance of 
a standard term for this branch of medicine. 


Apropos of this situation, a definition of this 
branch of medicine has been offered by the 
Council on Industrial Health of the American 
Medical Association with full awareness of the 
limitations generally which tend to be inherent 
in definitions. This was developed last year 
when that Council proposed a new policy to the 
Council on Medical Education and Hospitals in 
that residencies and fellowships in industrial 
medicine be considered for approval, a subject 
which will be considered later on in this paper. 


The proposed definition was as follows: 


“Occupational medicine deals with the restoration and 
conservation of health in relation to work, the work- 
ing environment and maximum efficiency. It involves 
prevention, recognition and treatment of occupational 
disabilities, and requires the application of special 
hygiene, toxicology, sanitation and human relations.” 


You note that the term “occupational medi- 
cine” was selected. This has the advantage over 
“industrial medicine” of an all-inclusive expres- 
sion, and therefore covers all phases of the health 
of workers whether they are employed in fac- 
tories, mines, transportation systems, mercantile 
establishments, banks, or stores. For example, 
this would relate to the professional athlete or 
the hotel employe as well as to the steel worker. 

As this paper deals with recent developments 
in the field of industrial medical education, a 
brief comment regarding its content appears 
advisable. The subject of industrial or occupa- 
tional medicine falls under two main categories: 


(A) Those that concern the individual. 
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(B) Those that concern his working environ- 
ment. 

The activities under (A) are entirely medical, 
while those under (B) are both medical and 
engineering. Under (A) are included preplace- 
ment and periodic medical examinations; pro- 
visions for first aid and medical and surgical 
service in case of occupational accidents, or of 
emergency non-occupational illness while on the 
job; health education; instruction in nutri- 
tion; cooperation with community facilities, hos- 
pitals, health organizations and labor organiza- 
tions, industrial medical administration, and 
health conservation. 

Under (B) is included the control of environ- 
mental conditions in work situations insofar as 
they may affect the health of the worker, such 
as lighting, ventilation, atmospheric pollutions, 
and exposure to toxic substances. In addition, 
there must now be recognized to an increasing 
extent hazards from radiant energy, whether 
these come from the use of x-rays, radium, 
ultra-violet or infra-red rays or radiant energy 
resulting from industrial processes involved in 
atomic fission. 

The recognition or detection of hazards in- 
cluded under (B) and measures for their control 
are functions of the industrial hygiene engineer. 
It should be stressed, however, that here also 
the physician has an important role, namely: 
the recognition of the effects and the diagnosis, 
often difficult, encountered in the detection and 
treatment of occupational diseases. 

Due emphasis should be placed on the fact 
that industrial health requires a multitude of 
skills to which physicians, engineers, chemists 
and nurses all contribute. The physician, there- 
fore, is a member of a team and should be the 
key member, the coordinator of the program. 
He should assume the final responsibility in the 
correlation of the data with respect to occupa- 
tional health problems, even though he need 
not be qualified to conduct all of the technical 
procedures involved. 

Undergraduate Teaching in Industrial Medi- 
cine-—The Council on Industrial Health of the 
American Medical Association has been active 
for many years in the promoting of both under- 
graduate and postgraduate training in industrial 
medicine. The Council takes the position that 
occupational medicine should be officially recog- 
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nized as a part of the standard undergraduate 
curriculum in the form of a program conducted 
under unified direction in some department of 
the medical college. 


The reasons underlying this policy will be 
mentioned. The medical graduate should be 
fully aware of the possible significance of the 
occupation of his patient in that it may have 
some bearing on the etiology of an illness under 
consideration; and that the treatment is not 
completed until the patient is restored to earn- 
ing capacity. This implies some skill in the 
search for and appraisal of occupational his- 
tory statements. The physician should be suffi- 
ciently informed to cope with those problems 
of industrial medicine which may arise in the 
course of general practice, or as a specialist, 
even though he is not directly associated with 
industry. In addition, undergraduate training 
affords some opportunity for the medical stu- 
dent to evaluate this branch of medicine for 
future selection as a career. 


The question naturally arises: how extensive 
a curriculum is justified for the undergraduate? 
Such a small fraction of medical graduates will 


become specialists in this branch that there is 
no occasion for more than general orientation in 
the field. This, however, should be sufficient to 
assure that the graduate in medicine has ac- 
quired a modern and an intelligent attitude 
toward industrial medicine. Another governing 
consideration is the geographic location of the 
medical school. For instance, greater emphasis 
on the subject would be looked for in a highly 
industrialized area in contrast to a predomi- 
nantly agricultural region. 


The Council on Industrial Health and the 
American Association of Industrial Physicians 
and Surgeons in recent years have collected 
data by the questionnaire method on the cur- 
ricula in industrial medicine in American medi- 
cal colleges, but have found this manner of ex- 
ploring the subject inadequate in many respects. 
However, the conclusion was reached that a 
widespread lack of recognition of the field of 
industrial medicine existed in medical institu- 
tions. The writer was assigned to conduct a 
survey by means of direct conferences with fac- 
ulty personnel of medical schools. 


Results of Survey of Thirty-Six Medical Col- 
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leges—The objectives of the survey were as fol- 
lows: (1) to bring about adoption of adequate 
courses of instruction where none are listed and 
(2) development of existing deficient instruction 
to an adequate level. It was hoped by thus 
promoting and stimulating education in this field 
to accomplish universal recognition of industrial 
medicine as an accepted segment of the medical 
school curriculum. 


Table 1 presents the distribution of total clock 
hours of teaching among a sample of thirty-six 
schools. The total number of approved schools 
at present is 70. It will be noted that the amount 
of time alloted ranges from none in four schools 
to twenty to thirty-eight hours in six. This 
teaching time is inclusive of both didactic periods 
and field visits and demonstrations. The very 
wide range in total hours reflects extreme differ- 
ences in the recognition of this field by medical 
educators. 

The general design of instruction in these 
thirty-two schools is a varying number of formal 
lectures supplemented or not by field instruc- 
tion. The latter includes visits to medical de- 
partments of industry, state or city industrial 
hygiene agencies, and workmen’s compensation 
board proceedings. Amphitheater and ward 
clinics in occupational diseases are also included 
in this category. 
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The table records that 53 per cent of the 
group of schools do not include field instruction. 
There are wide fluctuations in practice regarding 
this phase, in fact, ranging from 20 to 87 per 
cent of the total time scheduled for instruction. 
For example, one medical school requires twenty- 
one lecture hours and no field work; another, 
one lecture hour and eleven hours of field exer- 
cises. 

The striking fact revealed by Table 3 is that 
75 per cent of the thirty-two schools carry indus- 
trial health under the Department of Public 
Health and Preventive Medicine. This probably 
stems from the fact that industrial hygiene, as 
such, is generally recognized as a segment of 
public health. Occupational medicine has a de- 
partmental status in the University of Pitts- 
‘burgh Medical School and New York University; 
and is virtually so organized in the University 
of Colorado although technically falling under 
athe Medical Department. 

Jefferson Medical College has a Division of 
Andustrial Medicine under the Department of 
Public Health and Preventive Medicine. Col- 
umbia University and Michigan University have 
a Division of Industrial Hygiene in their respec- 
tive schools of Public Health which conduct 
undergraduate instruction in the subject. 


Table 4 lists three types of curricula, to wit: 
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one planned for general coverage of the subject, 
another with only partial coverage and a third 
of fragmentary nature limited to a few lec- 
tures. Sixteen, or 50 per cent, are credited 
with a policy of over-all presentation of the sub- 
ject with a range of hours from eleven to twenty- 
six. Seven appear to aim at only a partial con- 
sideration of the field in periods of 6 to 8 hours, 
In the third category of nine schools in periods 
of 114 to 5 hours, very few aspects of the field 
are discussed. 

Residencies and Fellowships in Occupational 
Medicine.—The Council on Industrial Health of 
the American Medical Association and the Amer- 
ican Association of Industrial Physicians and 
Surgeons for several years have been jointly 
considering the advisability of action toward 
the establishing of a certification specialty board 
in industrial medicine which, of course, would 
achieve official recognition of industrial medi- 
cine as a specialty. A necessary preliminary to 
such a move is to have available approved 
facilities for training. 

Early in 1947 the Council on Medical Educa- 
tion of the American Medical Association re- 
quested the Council on Industrial Health to 
prepare criteria for residencies and fellowships 
in occupational medicine. These essentials were 
prepared jointly with the American Association 
of Industrial Physicians and Surgeons and out- 
lined the special character of occupational medi- 
cine in terms of its four major components, 
namely: health conservation, medicine and sur- 
gery, environmental hygiene, and industrial med- 
ical administration. 

As a means of providing training of this 
comprehensive nature several types of facilities 
are necessary, such as a medical school or 
school of public health, an in-plant medical de- 
partment and affiliated hospital and industrial 
hygiene laboratory services. The medical school 
or school of public health would furnish didactic 
courses in industrial health. The industrial or- 
ganization should be of sufficient size and scope 
to administer an industrial medical service under 
full time medical direction. The activities should 
be sufficiently varied to provide a broad experi- 
ence for a trainee. The affiliated hospital should 
meet the requirements for residency approval. 
The industrial hygiene laboratory should be 
readily accessible in the plant or through con- 
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venient affiliation. These criteria, modified to 
conform with standard practices, were adopted 
by the House of Delegates of the American 
Medical Association in 1947 and are contained 
in the current edition of the pamphlet “Essen- 
tials of Approved Residencies and Fellowships” 
prepared by the Council on Medical Education 
and Hospitals of the Association. 

Postgraduate Developments in Industrial Med- 
icine —Deserving of special mention are certain 
highly important developments during the past 
few years in the training of medical graduates 
for a career in industrial medicine. New facili- 
ties for the preparation of industrial hygiene 
engineers are not included in this paper. 

The Institute of Industrial Health of the Uni- 
versity of Cincinnati.—The purposes of this In- 
stitute inaugurated in 1947 are to provide pro- 
fessional training for men who are interested in 
the principles and practice of industrial medi- 
cine, inclusive of industrial hygiene, and who 
look forward to a full time career in this field. 
The administrative center of the Institute is the 
Kettering Laboratory of Applied Physiology in 
the College of Medicine of the University. The 
facilities available for conducting the program 
include the Kettering Laboratory, the Cincin- 
nati General Hospital, the Colleges of Medicine, 
Law, Business Administration and Engineering 
and the medical departments of several indus- 
tries characterized by an extensive range of 
hazardous occupation. A limited number of 
fellowships have been awarded to qualified can- 
didates who wish to carry out a graduate course 
of study which will qualify them for the practice 
of industrial medicine and the degree of doctor 
of industrial medicine. The course of instruc- 
tion consists of a two-year period of intense 
preliminary training in the basic aspects of in- 
dustrial medicine followed by one year of prac- 
tical experience under adequate supervision in 
one or more industrial medical departments. 
Additional fellowships will be available. 

The Institute of Industrial Medicine of New 
York University.—This recently organized insti- 
tute, a part of the New York University-Bellevue 
Medical Center, presents a new concept of train- 
ing. Two professions join in any industrial 
health program, medicine and engineering. The 
Segment that deals with personnel falls chiefly 
within the field of medicine. On the other hand, 
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the study and supervision of environmental con- 
ditions pertaining to health fall largely within 
the provision of engineering. In view of the 
relationship between these activities, the insti- 
tute has been set up by a partnership between 
the Postgraduate Medical School and the Col- 
lege of Engineering of the University. The ob- 
jectives of the institute are three-fold, namely: 
to provide training in industrial medicine, to 
conduct research on health promotion and main- 
tenance in industry, and to offer advice and 
service to industrial concerns in various aspects 
of occupational health. 


During the academic year, 1948-1949, a grad- 
uate course in industrial medicine will be offered 
in cooperation with the College of Engineering. 
This one-year course will be divided in 8 to 9 
months of formal courses and three to four 
months of in-plant training under competent 
direction. Short refresher courses in various 
specialties of occupational medicine will also be 
available to industrial physicians. The follow- 
ing is quoted from the announcement of the first 
session, 1948-1949: 


“Industrial medicine is a specialty; it calls for training 
in the selection and placement of workers, in teaching 
occupational diseases, in recognizing the relation of 
environmental conditions in industrial plants to health, 
and in the administration of industrial medical services. 
There must also be included a knowledge of health 
conservation and public health attitude tempered by ~ 
a sympathetic understanding of individuals as human 
beings, not merely as a group of people.” 


The Department of Industrial Hygiene, Uni- 
versity of Pittsburgh School of Medicine-—An 
extensive postgraduate fellowship program has 
been in progress at this institution for several 
years. In fact, this was the first fellowship proj- 
ect to be offered in industrial medicine. The 
fellowships have been and still are supported by 
industry. The duration of the curriculum is 18 
months and is made up of didactic courses in 
various subjects, practical in-plant experience, 
instruction in hospitals in certain fields, visits to 
governmental industrial hygiene agencies and 
training in industrial hygiene laboratories. 


The Institute of Occupational Medicine and 
Hygiene, Yale University School of Medicine.— 
This was organized approximately two years ago. 
Among other activities it is designed for under- 
graduate and postgraduate teaching, utilizing the 
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facilities and services of various university de- 
partments, and a teaching hospital. It is now 
operating in the Department of Public Health 
of the medical school. One objective is graduate 
fellowship training in conjunction with indus- 
trial medical departments. One such fellow is 
now in training, the stipend being supplied by 
the General Motors Corporation for a one-year 
period. 


The Division of Industrial Hygiene, Depart- 
ment of Medicine, University of Colorado School 
of Medicine.—A teaching plan for residencies or 
fellowships is now being formulated. This will 
comprise a period of two years of postgraduate 
training in industrial medicine, in-plant instruc- 
tion to run concurrently with the academic pro- 
gram. It will include a schedule of six months 
in applied medical science which is designed to 
meet the requirements of all graduate students 
of medicine. The facilities of the University of 
Colorado Medical Center will be available with 
the addition of the Medical Departments of 
certain industries. 


Schools of Public Health—New courses were 
organized approximately a year ago in the 
Columbia University School of Public Health 
for the training of physicians for careers in 
industrial medicine. Physicians may be candi- 
dates for the master of public health degree, 
majoring in industrial medicine. The normal 
course of study occupies an academic year of 
eight months with an additional two to four 
months in in-plant work. The various curricula 
are designed to give the student a broad concept 
of the field of industrial medicine. In order to 
round out the teaching program, the basic 
courses are included which are common to all 
candidates for the degree, this being based upon 
the premise that the industrial physician requires 
certain public health training. Courses are also 
available for postgraduate industrial medical 
training at the Harvard School of Public Health 
and a more extensive program is under develop- 
ment. 

It appears probable that all of the post- 
graduate training centers listed above in con- 
junction with suitable industrial medical depart- 
ments, will eventually be accredited for resi- 
dency and fellowship training in industrial medi- 
cine based on criteria approved by the Council 
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on Medical Education of the American Medical 
Association. 





DISCUSSION (Abstract) 


Dr. C. V. Hatchette, Lake Charles, La—I should like 
to know whether provisions are being made in the field 
of traumatic work in the universities. I understand the 
preventive measures important to the industry, but be- 
lieve that the great majority of time lost to employes 
occurs due to injuries to hands and feet and backs. 


I have heard that the American Medical Association 
is considering a board of traumatic surgery. 


Dr. J. M. McDonald, Jacksonville, Fla—I have had 
a little experience in the training of students in occupa- 
tional medicine and I have come to the conclusion that 
it is not possible to do very much in undergraduate 
courses. What we have always tried to do was to get 
the young men to take a decent history and to give 
some attention to the occupation of the patient. 


That is about as much as one can hope to do in the 
present crowded condition of the ordinary medical cur- 
ricula. We have tried out field trips and sometimes 
they .help. The best one we used to manage was 
through. one of the General Motors assembly plants. 
The plant physician, after the men had seen the plant, 
talked to them about his work, how he kept records 
and what an industrial physician did. 

In those cases, perhaps we did some good but the 
difficulty with field trips is this: when men see mod- 
ern machinery doing its extraordinary intricate work 
they tend to pay attention almost entirely to what the 
machine is doing. They observe very little of what the 
operator is doing and the conditions he is working 
under. 

From our limited experience, the training of physi- 
cians in occupational medicine is principally a job for 
postgraduate schools. Like most of you, I got my own 
experience by going into a factory and starting to work. 
There you learn fast. It would have been helpful if 
we had had a chance in medical school to just get a 
little approach to this subject and to give attention to 
the hazards of the patient’s occupation. 


Dr. Brown (closing) —I do not believe there is any 
move to set up a certifying board in traumatic surgery. 
I suppose it might be a sub-board under general surgery. 
I rather doubt that it would get by the various hurdles 
that now exist. But there should be some special train- 
ing in traumatic surgery. 

Of course, the undergraduate should get that in his 
surgical courses. From the graduate point of view, this 
is being emphasized in several institutions, notably in 
the University of Cincinnati. Definite hospital work is 
given. It is also true at Pittsburgh. I think there should 
be something included, in the graduate field; the candi- 
date’s general background should not be the only 
training. 

We are some distance yet from a final setting up of 
details for a residency or fellowship program approved 
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by the American Medical Association. That will proba- 
bly come within the next year or two, when the 
various institutions will get together and agree on basic 
criteria. I do not mean rigid uniformity, but at least 
some basic agreement. 


Speaking of Dr. McDonald’s comment, I think we 
fully realize the impracticability of long courses for 
undergraduates in this field. The general curriculum 
is too crowded. In fact, a few of the courses which 
I have reviewed of twenty or twenty-four hours are 
not to my mind as effective as certain shorter ones. 
Some of them are out of balance, and contain material 
not essential for the undergraduate. 


However, we feel we cannot depend on the absorp- 
tion of the subject by integration. Some of the medi- 
cal schools are somewhat on the defensive and make 
the statement, “We are doing it by integration. We 
do not need a specific course on the subject, as the 
various departments are emphasizing this aspect.” I 
fear that, in many cases, faculty members have not 
had the necessary background to do that. 


So we feel that our final recommendation will cer- 
tainly be for a limited amount of material upon the 
subject. If you were to press me for figures, I would 
say that probably a minimum of twelve hours is all 
one could possibly expect certain schools to give to 
this, and it would be quite ample if properly handled. 
We believe there should be definite recognition of its 
importance in all medical schools. There should be set 
apart a small curriculum to cover the subject under 
specialized direction. 

My impression is that field visits are hardly worth 
while as they are often conducted. This herding of a 
crowd of fifty or sixty medical students into a plant, 
who become more absorbed in the machinery or other 
features than the medical aspects, is not useful. There 
are a few institutions which take the time to break the 
classes down into small units, say eight or ten, and 
have plants which will cooperate and prepare for the 
visits. If you have those facilities, the trip is worth- 
while; but, as a rule, it is not. Except in a limited 
number of schools, I do not think that the field visits 
will be profitable. 


Dr. Fritz LaCour, Lake Charles, La—For men like 
Dr. McDonald and me, who cannot well take sabbatical 
leave for one or three years: what are our possibilities 
for certification by a future certifying board? What 
are our chances in this program? 


Dr. Brown.—Very good, I think. It will be exactly 
analogous, I think, to what has been done in the past. 
When boards were set up in the clinical specialties, 
certain people of mature experience were certified, 
without all the formal technicalities, and I believe that 
will be the case here; the fact of long years of success- 
ful experience in the field should be considered. I do 
not think it would be a question of going through the 
grueling examination of the young resident. 


Dr, LaCour—1I think it behooves us all to think in 
terms of the treatment of trauma. By and large, the 
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surgeon does well, but we do not always give him the 
chance that he deserves because we have forgotten to 
treat the syndrome of trauma. The casualty goes into 
deep shock and before we know it he is beyond help. 
We have missed the chance of letting the orthopedist 
or neuro-surgeon make the mistake, as it were. We 
make it ourselves, and I think that we should keep that 
in mind. 

We have a big problem and a big job to do in the 
treatment of trauma and its associated phenomena. 





CARDIAC ARREST UNDER ANESTHESIA* 


By Joun T. Stace, M.D. 
Jacksonville, Florida 


Of all the emergencies which the anesthetist 
must face, cardiac arrest is probably the most 
dramatic and the most sudden. A survey of 
recent literature will lead one to believe that 
either cardiac arrest is becoming more prevalent 
or is being recognized and treated more suc- 
cessfully. The latter is probably the true picture. 
For those anesthetists who have had this problem 
thrust upon them the picture of the grey patient 
with widely dilated pupils, absent pulse and 
apnea is one to be long remembered. The pur- 
pose of this paper is to present three cases of 
cardiac arrest, one in detail; and to outline the 
author’s belief as to the possible mechanism and 
active treatment of this catastrophe. 

Before discussing the problem of cardiac arrest 
under anesthesia it might be well to remind the 
reader that the accident can occur regardless of 
the stage of anesthesia, the agents being used, 
or the type of surgery in progress. In an attempt 
to outline the mechanism and treatment of 
cardiac arrest, the following discussion will be 
divided into (a) nervous control of the heart, 
(b) anesthetic agents, (c) vasopressor agents, 
(d) mechanical stimuli, and (e) treatment of 
cardiac arrhythmias and cardiac arrest. 


(A) Nervous Control of the Heart. — The 
heart beats rhythmically if separated from the 
nervous system of the body. Superimposed on 
this intrinsic rhythmicity are the cardiac centers 
of the medulla, the vagus nerve, the cardiac 
sympathetic nerves, and the afferent pathways 
streaming in, not only from the heart itself, but 


*Read in Section on Anesthesiology, Southern Medical Asso- 
ciation, Forty-Second Annual Meeting, Miami, Florida, October 
25-28, 1948. 
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the rest of the body. The vagus nerve is cardio- 
inhibitory in action. It conveys fibers from the 
higher centers in the medulla to the heart. It 
is of importance to the anesthetist and to the 
surgeon to remember other neighboring branches 
of the vagus. These may be afferent sources of 
the vago-vagal reflex. These are the pharyngeal 
branches, laryngeal branches, the fibers supply- 
ing the lung and esophagus and the supply to 
the abdominal viscera. 

The sympathetic supply belongs to the 
thoracico-lumbar division of the involuntary 
nervous system. The preganglionic supply arises 
from the thoracic segment of the cord TI to TV. 
The postganglionic fibers, the superior, middle 
and inferior cardiac nerves pass to the heart. 
Stimulation of the accelerator nerves increases 
the rate and contraction force of the auricle and 
ventricle. The vagus affects the auricle and 
the junctional tissue. There is no direct effect 
on the ventricle. Stimulation of the cardiac 
accelerators may produce fibrillation of the 
ventricles. 

(B) Anesthetic Agents.—Chloroform is a well- 
known offender of cardiac rhythm. It is par- 
ticularly dangerous when epinephrine is used. 
Featherstone,' in a scholarly review of the pros 
and cons of chloroform anesthesia, points out the 
possibility of cardiac arrest during induction; 
the direct weakening effect of chloroform on 
cardiac musculature; the possibility of ventricu- 
lar fibrillation when epinephrine is used while 
chloroform is being given; and the appearance 
of “vagal” arrhythmias, ventricular extrasystoles 
and supraventricular tachycardia, particularly 
during induction. 

Ether, though by no means a perfect anes- 
thesia in regard to the cardiac irregularity prob- 
lem, is felt to be more safe than chloroform or 
cyclopropane. This agent is used as a diluent 
during cyclopropane anesthesia with the belief 
that it will act as a protection against irregu- 
larities.2 This protection is not so absolute that 
epinephrine can be used during ether anesthesia 
with abandon.! 5 ¢ 

There is no disagreement on the fact that 
cyclopropane is a real offender in producing 
irregularity. There is some disagreement on its 
mechanism. Allen’ believes that vagal tonus is 
not an essential factor and points out that 
cardiac sympathectomy will abolish spontaneous 
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cyclopropane arrhythmias of ventricular origin 
in the dog. Reid® in discussing vago-vagal re. 
flexes incriminates cyclopropane as a factor be- 
cause of potentiation of the vagal action. Some 
authors favor a high percentage of cyclopropane 
as protection against arrhythmias while others 
say that there is no true arrhythmia range.’ 


If hypoxia does not enter the picture, nitroys 
oxide and ethylene are relatively free from the 
stigma of arrhythmia in the normal heart. 


(C) Vasopressor Drugs.—lIt is best to remem- 
ber that vasopressor drugs are only adjuncts to 
the treatment of circulatory failure. When they 
are used as the primary treatment or when their 
pharmacodynamics are not understood, then the 
patient suffers from their misuse. 


Epinephrine, whether produced by the body 
in a prolonged, struggling, second-stage of anes- 
thesia, used as a hemostatic by the surgeon, or 
injected into an arrested heart, can lead to 
catastrophe. Cyclopropane and chloroform in 
combination with epinephrine have filled anes- 
thetic literature with proof of susceptibility of 
the heart to this analeptic drug. Interestingly 
enough, epinephrine is used to produce hyper- 
irritability in the heart of the experimental ani- 
mal. Mautz,? in searching for protection of the 
heart in cardiac surgery, noted the development 
of ventricular fibrillation following the injec- 
tion of epinephrine into a dilated heart. His 
belief is that the drug is efficacious in strength- 
ening the cardiac contractions in a dilated heart; 
but fibrillation may follow. 


Pitressin stimulates the vagus through the 
cardio-inhibitory center and changes in conduc- 
tion are noted; due, it is felt, to anoxia of 
cardiac musculature from constriction of the 
coronary vessels. These facts are pointed out 
by Burstein,!° who suggested combining ephed- 
rine with “pitressin” to counteract its ill effects. 


Ephedrine can produce tachycardia and dis- 
turbance in ventricular conduction leading to 
extrasystoles and fibrillation. 


“Neosynephrine” appears to have less effect 
on the heart than on the peripheral blood vessels, 
and arrhythmias are less likely to occur as a 
result of the use. 


This discussion by no means mentions all 
analeptic drugs in use but does attempt to point 
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out the possibility of danger from the use of 
drugs of that type. 


(D) Mechanical Stimuli—tIntroduction of an 
endotracheal tube, inflation of a balloon cuff, 
periosteal stripping, and surgical manipulation 
around the lung and the heart have been incrim- 
inated as sources of stimuli. Cocainization of 
the larynx and the trachea is performed with 
two purposes in mind, first, to produce topical 
anesthesia so that the tube may be inserted 
without undue stimulus to the patient, and 
thereby save the need for deep anesthesia, and 
second, to guard against the so-called vago-vagal 
reflexes. Reid® warns against this reflex in anes- 
thesia for the cardiac patient but of course it 
can arise in the normal patient. Elevation of the 
periosteum of the ribs in transthoracic ap- 
proaches as mentioned may be another source 
of reflex stimulation. Regional or intercostal 
block prior to opening the chest should help 
control stimuli from this area. Atropine has a 
rather secure place in counteracting these vagal 
effects, particularly reflexes arising around the 
larynx and trachea.!! Manipulation within the 
chest has long been known to add to the possi- 
bilities of arrhythmia. Beck!? warns against the 
effect of surface stimulation to the heart. Sur- 
face irritation pours showers of stimuli into the 
organ, producing extrasystoles. The period of 
diastole of the heart is the time of highest sus- 
ceptibility. The hilar structures with their large 
plexuses can prove to be another dangerous 
source of irritation. The abdominal viscera with 
their plexuses contribute their share to detri- 
mental discharges of stimuli. These lead to 
change in heart rate, rhythm, falls in blood 
pressure and apnea or polypnea. Phelps!! be- 
lieves that upper abdominal reflexes are pre- 
dominantly sympathetic in response, and the use 
of atropine or scopolamine may enhance the 
reflex by intensifying the action of the sympa- 
thetic nervous system. 

(E) Treatment of Cardiac Arrhythmias and 
Cardiac Arrest—Since the recognition of the 
mechanism of arrhythmias and arrest, anesthe- 
tists and surgeons have tried various methods 
to suppress or sidestep reflex stimulation. Atro- 
pine and scopolamine, with their parasympath- 
olytic effect, were and are still being used both 
as premedication or given during surgery to 
smother vagal stimulation arising from the para- 
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sympathomimetic agents such as sodium “pen- 
tothal” and cyclopropane, or from surgical 
manipulations. Mautz® proved that cocaine, pro- 
caine hydrochloride and “metycaine” hydrochlo- 
ride applied topically to the heart will block the 
effect of induction coil stimulus. Burstein'’ re- 
ported a series of cases in which he used pro- 
caine intravenously in doses ranging from 30 to 
70 mg. to revert a shifted pacemaker to the sinus 
node. He believes that not only auricular tachy- 
cardia, auriculoventricular tachycardia, and ven- 
tricular tachycardia are prevented by procaine, 
but that ventricular fibrillation can be treated 
successfully with the same drug. 


Epinephrine, perhaps ill advisedly, has held a 
strong foothold in the revival of the arrested 
heart. The person attempting to revive the heart 
with epinephrine must realize he may strengthen 
the heart action but he probably will also in- 
crease the irritability of that organ and he may 
then have to deal with ventricular fibrillation. 

Ruzika and Nicholson'* suggest the use of a 
mixture of 0.5 cc. of epinephrine and 9.5 cc. 
of 1 per cent procaine hydrochloride to be given 
into the left ventricle in cardiac arrest. 

Although the above drugs have been men- 
tioned as valuable adjuncts in the treatment of 
cardiac arrest, one must not forget that cardiac 
massage itself is the primary consideration. 


The most direct approach to the heart is the 
best. Beck!5 mentions three routes of approach 
to the heart: (1) transperitoneal subdiaphrag- 
matic, and (2) transperitoneal transdiaphrag- 
matic, and (3) transthoracic. Anatomically the 
third appears to be the most satisfactory. It is 
true that the heart can be palpated through an 
abdominal approach but it would appear impos- 
sible to produce an effective pump-like action 
unless the heart can be adequately grasped in 
the hand. It is interesting to note that in the 
first case the patient showed definite pinking 
of the skin when heart action was purely me- 
chanical, that is, by massage, and then displayed 
cyanosis when heart action first returned. Evi- 
dently mechanical massage can be more effec- 
tive than a stumbling heart. 

Even more important than the above men- 
tioned drugs is the use of oxygen and a clear 
airway, preferably by an endotracheal tube. 
The central nervous system cannot tolerate 
anoxia. Massage of the heart will move the 
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bloodstream and at this crucial period of the 
patient’s life, the brain must be offered a circu- 
lation filled with as much oxygen as possible. 


It is obvious then that the surgeon and anes- 
thetist must plan in advance for this accident. 
The plan as offered by Ruzika and Nicholson!* 
has been adopted by this author with but minor 
alterations. That plan is as follows: the diag- 
nosis of cardiac arrest will be made in the great 
majority of cases by the anesthesiologist. The 
surgeon is notified, the anesthesia is discontinued 
immediately, an endotracheal tube is placed in 
the trachea, 100 per cent oxygen is started and 
artificial respiration begun by pressure on the 
reservoir bag. Voluntary respiration will at this 
time be ineffective or will have ceased entirely. 
Procaine, 100 mg. in 1 per cent solution, is 
given intravenously as the chest is being opened. 
Surgical draping and antiseptic to the skin of 
the chest must be disregarded unless the chest 
has already been entered. The heart will be 
seen either in complete standstill or in a state 
of ineffective motion. The heart is grasped and 
massage begun at the rate of 40 per minute. 
If any motion is discernible it is felt that epi- 
nephrine is contraindicated. One hundred mg. of 
1 per cent procaine is placed in the left ventricle 
and 50 mg. of 1 per cent procaine is placed in the 
pericardial sac. If the heart is motionless, epi- 
nephrine 0.25 cc. of 1 to 1,000 in 100 mg. of 1 
per cent procaine is placed in the left ventricle 
and 50 mg of 1 per cent procaine is placed in the 
pericardial sac. Massage is continued and if the 
heart does not respond, the epinephrine pro- 
caine mixture is again placed in the left ven- 
tricle. It is impossible at the present time to 
state the correct dose of either procaine or 
epinephrine. Intravenous fluids should be started 
and the patient placed in the Trendelenberg posi- 
tion during treatment. Pulmonary edema is cer- 
tainly a very real danger from indiscriminate 
overuse of fluids in this type of case. Arterial 
transfusions are now appearing on the horizon 
of shock therapy. For instance the use of rapid 
transfusion of whole blood under pressure into 
the radial artery might provide both a means 
of carrying procaine to the heart and of giving 
the heart an immediate pressure head against 
which it can work. We have not attempted this 
and certainly do not suggest it as a substitute 
for cardiac massage. 
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It is not the purpose of this paper to discuss 
the excellent work of Beck and Mautz as to 
defibrillation of the heart with electric current 
in combination with procaine, aeration and mas- 
sage. In this surgical catastrophe, the experi- 
enced worker is justified in employing every 
means available to start the heart or stop ven- 
tricular fibrillation. The plan we have adopted 
at least offers simplicity and no special equip. 
ment. More familiarity with electrodes on the 
heart action probably would give us the courage 
to add this method to our armamentarium. 


Case 1—The patient, a 57-year-old white man, en- 
tered the hospital with the complaints of chronic fatigue, 
loss of weight and cough. These complaints had existed 
for 12 months. 


The physical examination disclosed an asthenic white 
man who looked chronically ill. Examination of the 
thorax disclosed a long thin chest. The respiratory 
excursions were equal and adequate. The lungs were 
clear to percussion. On auscultation there was some 
diminution of breath sounds at each base. The heart 
was ‘not enlarged to percussion. There was a loud, 
blowing, systolic murmur heard best over the mitral 
and tricuspid areas while a softer systolic murmur 
was heard at the aortic area. The rate was normal and 
the rhythm was regular. The laboratory examination 
was essentially negative. 


An electrocardiogram disclosed a T1 of low ampli- 
tude; St-2 and St-3 segments were convex upward; T2 
and T3 showed late inversion; and there was a very 
small Q2, Q3 and R4. It was felt that posterior myo- 
cardial infarction was a possibility from the study of 
the second and third lead. Leads I and IV did not 
support the diagnosis of a posterior infarction, however, 
but Lead IV, particularly the very low voltage R4, did 
suggest coronary heart disease. This tracing had some 
of the characteristics of the so-called S1-Q3 type which 
is seen in acute pulmonary embolus and the changes 
were compatible with that diagnosis. If an embolus had 
occurred it probably was recent. The electrocardio- 
graphic diagnosis, then, lay between heart disease with 
atypical posterior myocardial infarction on the one hand, 
and recent pulmonary embolus on the other. 


Fluoroscopic examination and films of the chest 
showed an ill-defined rounded area of density lying 
in the posterior portion of the left lower lobe. It 
measured 8x6 cm. in size. There was considerable 
reaction in the lungs about it with some evidence of 
pleural fluid. There was no evidence of bony involve- 
ment of the chest cage. The diagnosis was that of pri- 
mary malignancy of the lung or a lung abscess. Broncho- 
scopic examination under sodium “pentothal,” curare 
and topical cocaine showed nothing but narrowing of 
the left main bronchus. 

The patient was prepared for operation. “Nembutal,” 
grains 14%, was given the night previous to surgery. 
On the morning of surgery the patient received “panto- 
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pon,” grain 14, and atropine, grain 1/150, an hour and 
a half preoperatively, while “nembutal,” grains 1%, 
was given one hour preoperatively. At 10:25 a.m. anes- 
thesia was induced with 10 cc. of sodium “pentothal,” 
2.5 per cent solution, in divided doses. As soon as the 
patient was asleep, cyclopropane was started by the 
closed, circle type of breathing with carbon dioxide 
absorption. At 10:35 ether was introduced into the 
breathing bag preparatory to intubation. The blood 
pressure was 110 systolic and 60 diastolic. The pulse 
was regular at a rate of 80 per minute. The respira- 
tions were 20. At 10:40 peripheral cyanosis was noted. 
The carotid pulse was absent. The surgeon checked 
the femoral pulse and described it as weak and rapid. 
The larynx was exposed and without cocainization a 
No. 9 Woodbridge endotracheal tube was placed in the 
trachea. All anesthesia was stopped, the head of the 
patient lowered and oxygen by mask started imme- 
diately. The chest expanded equally. No carotid or 
femoral pulse was palpable. Hurried preparation was 
made to open the chest. Ten cc. of 1 per cent pro- 
caine was given intravenously in the arm vein while 
the chest was being opened. The peripheral blood stream 
appeared stagnant, hence intravenous procaine could not 
be used effectually. A curved incision was made in the 
left third intercostal space. No bleeding was encoun- 
tered. The heart had stopped in what appeared to be 
systolic contraction. After a few seconds of ineffective 
massage, 10 cc. of procaine, 1 per cent solution, was 
placed on the surface of the heart and 5 cc. was 
placed within the right ventricle. Massage of the heart 
was continued for two minutes without any evidence 
of activity. Epinephrine hydrochloride, 0.75 cc. of 
1/1000 solution was injected into the heart chamber, 
but still no response was noted. Five cc. of 1 per 
cent solution of procaine was injected into the heart 
chamber to counteract any epinephrine ill effect such 
as ventricular fibrillation. Despite no cardiac contrac- 
tions, definite pinking of the skin was noted at approxi- 
mately 10:57. A blood transfusion was started at 11:00 
am. At 11:03 feeble heart beats were felt by the sur- 
geon, which soon strengthened, following which the 
blood pressure was recorded at 100 systolic and 70 
diastolic. Artificial respiration had been maintained 
until that time by positive pressure on the breathing 
bag. Voluntary breathing started at 11:10. The heart 
was observed for ten minutes and the chest was explored 
carefully but rapidly. A tumor mass was found in 
the left lower lobe of the lung which extended into 
the mediastinum and into the posterior pericardium. 
The chest then was closed. An electrocardiogram taken 
at 11:30 while the patient was still in the operating 
room disclosed a ventricular rate of 130 and an auricular 
tate of approximately 240. The rhythm was that of 
coarse auricular fibrillation which had some of the 
characteristics of flutter fibrillation with changing 
block. There were profound changes in the QRS com- 
plexes and T waves. The blood pressure which had 
reached 100 systolic and 70 diastolic at 11:03 a.m. 
remained at that level. The respiratory rate was 
recorded at 30 and the pulse rate at 134. His color 
was good. 
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The patient was returned to his bed and placed in 
an oxygen tent at 12 noon. At 1:30 p.m. percussion 
revealed dullness in the lower left chest. A thoracentesis 
produced only a small amount of blood-stained fluid. 
A portable x-ray of the chest taken at 3:40 p.m. 
revealed a small pneumothorax at the left base with 
haziness over the entire left chest and what appeared to 
be some shifting of the heart to the left side. His entire 
body was rigid until relaxation of his musculature 
occurred at 4:05. Mucus in his throat required inter- 
mittent suction with a catheter through an oral airway. 
The postoperative course was progressively downhill. 
He was given penicillin, 50,000 units intramuscularly 
every three hours and he was kept in an oxygen tent 
until his death. Both oral and endotracheal suction 
had to be continued in order to keep his throat and 
trachea clear of mucus. Glucose in normal saline solu- 
tion and in water, averaging 3,000 cc. daily, were 
given intravenously in order to maintain his fluid bal- 
ance. His blood pressure became stabilized at a level 
of about 140 systolic and 90 diastolic while his tempera- 
ture averaged about 99.8.° On July 3, 1947, his extremi- 
ties became cold and all reflexes except an active cough 
reflex were found to be absent. The Babinski was 
positive. His pulse became rapid and weak while his 
temperature rose to 102.2.° On July 4, 1947, his pulse 
rose further to 140 and became irregular as well as 
weak, but his temperature remained at about the same 
level. His body showed no rigidity. Aspiration of the 
throat and trachea was necessary as often as every 15 
minutes. On July 5, 1947, the patient showed signs 
of discomfort when he was moved in bed; his pulse 
became too thready and rapid to count correctly, his 
respirations seemed labored, and his temperature began 
to climb. On July 6, 1947, his temperature reached 
103.4° and his pulse could only be estimated at 144. 
His respirations became more shallow as the tempera- 
ture level reached 105 and on July 7, 1947, at 6:30 
a.m. he expired. He had not regained consciousness 
since the day of operation. 


AUTOPSY REPORT 


The body was that of a well-developed and fairly 
well-nourished white male of about 58 years of age. 

On opening the thoracic cage approximately 1,000 
cc. of serosanguineous fluid was found in the left 
pleural cavity. There was some patchy bronchopneu- 
monic infiltration of the left upper lobe while a tumor 
mass occupied a large area in the left lower lobe. The 
tumor was irregular, fungating and had a necrotic 
center. It measured grossly about 9 cm. in its greatest 
diameter and by direct extension invaded both the 
pericardium and myocardium of the left ventricle, 
extending almost to the endocardium. The heart was 
normal in size and shape except posteriorly where it 
had been invaded by the neoplastic growth. The peri- 
cardial sac had been obliterated. There was a patchy 
bronchopneumonic infiltration of the entire right lung. 

On opening the skull it was noted that the dura was 
under tension. Incision of the dura caused escape of 
cerebrospinal fluid. The cortex was hyperemic and 
edematous. 
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Microscopic study of the brain revealed: (A) demye- 
linization of the cortical fibers; (B) mild to moderate 
fatty metamorphosis of the cortical glia, especially in 
the subpial layer; (C) hemorrhages and frank enceph- 
alomalacia with regressive changes, and (D) fibrous and 
other similar regressive tissue changes in all layers 
including the pia mater. 


Case 2.—The patient was a young negro man who 
had received a stab wound of the heart three weeks 
prior to operation. He had recovered from immediate 
shock but after being up and about, began to show 
signs of increasing cardiac tamponade. After several 
pericardial taps had been attempted by skillful work- 
ers without success, the surgeon decided to operate. 
After preliminary preparation, the patient was intubated 
under “pentothal” sodium anesthesia 2.5 per cent d. 
tubo curarine and 10 per cent solution of cocaine 
topically. Exploration disclosed a markedly thickened 
pericardium. The pericardial sac was filled with both 
clotted and liquid blood. The anesthesia was shifted 
to oxygen and ether when the chest was opened. It 
was noted that the blood pressure began climbing and 
finally reached a systolic pressure which varied be- 
tween 260 and 300 mm. of mercury and a diastolic 
which varied between 120 and 140 mm. of mercury. 
The chest expansion was normal bilaterally. The endo- 
tracheal tube was withdrawn a short distance after 
deflating the cuff in fear that a bronchus might be 
occluded. The lime mixture in the machine was changed 
to insure against carbon dioxides being built up by the 
patient. The respiratory depth was aided by light pres- 
sure on the breathing bag. Nothing seemed to lower 
the marked hypertension. As the surgeon was then 
closing the pericardium the anesthesia was discontinued 
and the patient was given oxygen alone. Progress was 
uneventful until the last stage of the skin closure. The 
pleural space had not been emptied of air because, it 
was felt, positive pressure in the lung might be detri- 
mental to the patient. Upon introduction of a large 
needle through the chest wall into the intrapleural 
space and application of suction with a syringe the 
blood pressure disappeared, respiration ceased and the 
pupils became dilated. Ten cc. of 1 per cent solution 
of procaine was given intravenously, artificial respira- 
tion was begun with the breathing bag and the chest 
was opened immediately. The heart was found motion- 
less in diastole. Cardiac massage was begun. Another 
10 cc. of procaine solution, this time with 0.5 cc. 
of 1:1000 solution of epinephrine, was given into the 
left ventricle and repeated four minutes later. All the 
while massage was carried on. The heart beat feebly 
several times during that period but never recovered 
a semblance of its normal rhythm. Resuscitation was 
discontinued after fifteen minutes. 


Permission for postmortem examination was ob- 
tained, not including the brain. The heart showed 
marked hypertrophy and a shaggy pericarditis; but 
no pathological lesions except a healed stab wound. 
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In retrospect, it probably would have been 
better to have applied procaine to the surface 
of the heart even though no arrhythmia had 
been noted. The marked hypertension, however- 
was so prominent that it dominated the clinica] 
picture. 

Anesthesia has been administered recently, by 
the author, to two patients who were undergoing 
surgical correction of patent ductus arteriosus, 
The second of these patients permitted him to 
observe the valuable protective effect which 
procaine affords. Surgical stimulation in the 
region of the ductus gave rise, on three occa- 
sions, to runs of premature beats which could 
be both seen and felt. Application of 1 per cent 
solution of procaine in that area, however, 
stopped the arrhythmia immediately. 


Case 3.—A left pneumonectomy was performed upon 
a middle-aged white man because of carcinoma of that 
lung. The malignancy was found to have involved the 
pericardium. Procaine packs on the pericardium had 
been“ used during the operation as a prophylactic meas- 
ure, but despite this, cardiac arrest occurred while the 
chest was being closed. The chest was reopened imme- 
diately, cardiac massage was begun and heart motion 
was noted. This, however, was ineffectual, for the 
pulse could not be detected. A mixture of 0.25 cc. of 
epinephrine and 3 cc. of procaine hydrochloride 1 
per cent solution was injected into the right ventricle. 
Forceful heart action then returned, but the rate be- 
came rapid and irregular. Four cc. of procaine hydro- 
chloride 1 per cent solution was injected into the left 
ventricle, whereupon, the pulse slowed, the blood pres- 
sure immediately returned to normal and recovery was 
uneventful. Timing was inaccurate but at least 4 min- 
utes of complete cardiac arrest had occurred. 


SUMMARY 


Three cases of cardiac arrest are reported. 
One is described in detail. The anesthesiologist 
and surgeon should organize a plan of attack 
in an attempt to solve this problem. The 
anesthesiologist is responsible for the diagnosis. 
Instruments for entering the chest and sterile 
syringe and needle setups with the proper mix- 
tures of drugs should be ready and available 
at a moment’s notice. Endotracheal equipment 
should be at the anesthesiologist’s side during 
all operations. Oxygen is supplied by the anes- 
thesia machine. Only by organization, prompt 
diagnosis and action can we hope to solve this 
problem adequately. 
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DISCUSSION (Abstract) 


Dr. Harold M. Carron, Tampa, Fla—I should like 
to ask Dr. Stage if epinephrine might not be better 
applied to the region of the pacemaker, rather than 
into the ventricle itself, since the circulation is defi- 
cient. 


Dr. Hugh Gamble, Greenville, Miss—Being a sur- 
geon, I am interested in the subject of anesthesia. I 
have had three definite cases of cardiac arrest in which 
the heart was brought back to function again. Each 
of these occurred with a different type of anesthesia. 
The first was ether and nitrous oxide in a 75-year-old 
woman with definite arteriosclerosis and a cardiac lesion. 
She was operated upon for a gangrenous appendix. 
Shortly after the abdomen was opened the heart 
stopped beating and no pulse could be felt in the 
abdominal aorta. I immediately reached up under the 
diaphragm and massaged the heart for possibly three 
or four minutes, when it began to beat and gradually 
resumed its accustomed rhythm. This was the first case 
I had had which recovered under such conditions. 


The next was a case of a friend of mine with whom 
I was working. The patient was to have a cesarean 
section under spinal anesthesia, and shortly after the 
abdomen was opened the heart stopped beating. We 
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injected 10 mm. of epinephrine directly into the heart. 
I do not know whether it got near the pacemaker or 
not but after about twelve minutes the patient’s heart 
began contracting and soon it was beating at a normal 
rate. However, sufficient time had elapsed so that 
irrevocable damage had been done to the cerebral cortex 
and she never regained consciousness. She died on the 
fifth day postoperatively and the autopsy showed a 
damaged cerebral cortex. 


The third case was one done under local anesthesia 
for removal of the tonsils. I happened to be oper- 
ating in an adjoining room at the time and was called 
in to give assistance. This patient had had a tonsillec- 
tomy, was apparently all right, the operation was over 
and she was talking to the attending surgeon when she 
suddenly keeled over unconscious. Artificial respiration 
was immediately instituted and she was given 1 cc. of 
epinephrine directly into the heart. Dr. George Archer, 
who had been assisting me in the adjoining room and 
was still surgically clean, was asked to open the abdo- 
men and massage the heart. Cardiac massage was given 
for about ten minutes before the heart began to con- 
tract, first irregularly and then gradually it attained 
a regular rhythm. The length of time elapsing from 
the cessation of the heart beat until its reactivation 
was sufficient time to cause irrecoverable damage to 
the brain cortex. This patient lived 24 hours but 
never regained consciousness. This patient gave a his- 
tory of having had fainting spells from time to time 
and it was thought that the attack which she had 
following her tonsillectomy was probably due to a 
carotid sinus syndrome. 


From our limited observation we feel certain that 
when a heart stops beating, if one cannot reactivate 
it within at least three or four minutes the cerebral 
cortex will inevitably be damaged from anoxemia to 
such an extent that the patient will never be mentally 
normal. One of the main lessons that I have learned 
and which had been brought out here this morning 
by the experience of others is that cardiac massage is 
primarily indicated immediately after giving the epi- 
nephrine. Do not wait. The more quickly massage is 
started on the heart the more certain one is that it 
will resume normal contractions. 


Dr. Stage (closing) —I have used atropine for cardiac 
irregularity intravenously. However, it blocks the vagus 
supply to the heart and such a rapid rate develops 
that I feel the heart becomes ineffective. Epinephrine 
in the area of the pacemaker seems illogical. This 
drug has a constriction effect on smooth muscle and I 
believe that procaine in this area would be more 
physiological. 


As to the time element of complete anoxia, we 
believe at present that three and one-half minutes 
is the longest a patient can live in complete anoxia 
and recover with no residual effects. 
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SOME PROBLEMS OF REHABILITATION 
FOLLOWING INJURIES TO THE 
FOOT AND ANKLE* 


By Cuarves V. HAatcHette, M.D. 
Lake Charles, Louisiana 


In recent years, the physician has improved 
his knowledge and technic in the management 
of injuries to the lower extremities. In urban 
and rural areas alike, accidents are common- 
place because of the large number of auto- 
mobiles which travel obsolete highways. In in- 
dustrial areas, the physician must cope with 
increasing traumatic injuries. The late World 
War returned many of its injured veterans to 
their homes, where they prefer to seek civilian 
medical care. Thus the physician is called upon 
to rehabilitate patients with long-standing de- 
fects, as well as those of an emergency na- 
ture. Today most practitioners have been well- 
grounded in the fundamentals of traumatic 
work and, as a rule, are qualified to carry out 
correct diagnosis and treatment. Only occasional 
cases must be referred to specialists in ortho- 
pedic and plastic surgery. Future trouble to the 
patient and to the attending physician can be 
avoided if anatomical restoration of damaged 
tissue is brought about as quickly as possible 
following injury. This improvement in trau- 
matic surgery is seen in the general acceptance 
of compound fracture management. We know 
that early debridement with anatomical fixa- 
tion of the fractured parts is superior to the 
old method of leaving the wound alone and 
depending upon delayed surgery, perhaps weeks 
later, for corrections of the fracture. 

The economic importance of proper treatment 
to lower limb injuries is shown by the unfavora- 
ble end results which cost employers millions 
of dollars a year and employes their ability to 
work. Shortening, ankylosis, and deformity are 
measured in dollars and cents, and the medical 
profession can often be charged with these crip- 
pling conditions. 

Proper criticism can be directed toward the 
physician who is too busy to examine the x-ray 
film himself, but depends upon the radiologist 





*Read in Section on Industrial Medicine and Surgery, Southern 
Medical Association, Forty-Second Annual Meeting, Miami, Florida, 
October 25-28, 1948. 
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for diagnosis and opinion as to treatment. This 
is conducive to poor surgery and inevitable mis. 
fortune results for the patient. Decisions cop. 
cerning satisfactory results cannot be based 
entirely upon x-ray opinion, but rather upon 
the functional results obtained. In preparing 
to return an injured man to work, it is well to 
remember that not only is his injury peculiar 
to him, but also that he must be treated as 
an individual. The psychological handling of 
patients can easily decide whether or not they 
return to work or seek compensation through 
litigation. In long drawn-out disabilities affect- 
ing the lower extremities, every effort must be 
made to show and to convince the patient that 
he is receiving the very best of care from an 
interested physician. Fractures of the talus, for 
instance, often require six to twelve months to 
heal and this forced period of rest and unem- 
ployment can become the basis for neurotic, 
or even psychotic, disturbances. The physician 
should dispel physical discomforts, but it is 
also his duty to remove every source of dis- 
tress and all psychological barriers that might 
possibly interfere with complete recovery. 


Damage to the foot and ankle are among the 
most frequent injuries. Even a sprain, where 
fractures are not present, causes severe pain 
and loss of function of the part. The house- 
wife and wage earner alike suffer disability from 
a single misstep. Every effort should be made 
to diagnose and repair the damage properly in 
order that productive work may be resumed 
without prolonged delay, disability, or suffer- 
ing. Because psychological considerations are 
of paramount importance, this general aspect 
will be considered before proceeding to specific 
measures applicable only to the foot and ankle. 

It is impossible to divorce rehabilitation and 
treatment. To quote Watson-Jones:? 


“Rehabilitation is not convalescence . . . even of an 
active type. It is a measure of treatment which is 
comparable in importance with reduction and immobili- 
zation of the fracture and which begins at the same 
time. From the earliest stage of treatment every phase 
of rehabilitation must be practiced—psychological treat- 
ment, social service, muscle development, joint mobiliza- 
tion, and diversional therapy. H. E. Griffiths once said, 
‘Rehabilitation begins in the ambulance.’” 


Severe injuries about the foot and ankle are 
quite painful and require adequate narcosis. 
The patient should be hospitalized until such 
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time as he is comparatively free from pain and 
comfortable. This time depends upon the extent 
of damage, but usually lasts from one to three 
weeks. Good nursing with complete attention 
to his bodily needs is conducive to a proper 
attitude and cooperation on the part of the 
patient. Often when this is neglected, he be- 
comes disgruntled and develops a lack of confi- 
dence which persists throughout his entire conva- 
lescence. 


Future disability is a question in the patient’s 
mind, as well as the physician’s. He has ade- 
quate time to ponder his misfortune. He needs 
reassurance badly at this stage of treatment. 
His well-meaning visitors can cite numerous 
cases of permanent disability resulting from 
injuries similar to his. Kor this reason, it is 
well to appraise the damage for the patient and 
to estimate honestly his chance of complete re- 
covery of function. 


The physician is not directly concerned with 
compensation payments, but should know the 
routine of insurance companies in these cases. 
Prompt medical reports are helpful in hastening 
these payments and subsequent financial benefit 
to the patient. Assuring his patient that he can 
return to work, the physician promotes a will 
to recover and confidence in the treatment. All 
patients want to know what their chances of 
recovery are and the residuals that will remain 
as permanent disabilities. Certain types of indi- 
viduals will be influenced by opinion other than 
medical. Legal counsel often clouds the issue 
quickly following injury, with the result that 
symptoms are exaggerated by suggestion. In 
an attempt to increase financial remuneration, 
the patient is content to act the part of a badly 
disabled person and to retard progress in reha- 
dilitation. He should be taught stoicism, in so far 
as possible. He should resist the sympathy and 
indulgence of family and friends. A frank eval- 
uation of his case and the part that he will 
have to play in gaining complete recovery will 
usually inspire cooperation. A knowledge of the 
time estimated for recovery is helpful to the 
sufferer. A woman knows and expects nine 
months of pregnancy and does not become 
alarmed at its duration. A layman does not 
realize that a foot or ankle injury may require 
months of endurance under the best of circum- 
stances, 
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The psychological problems of the individual’s 
rehabilitation are brought sharply into focus by 
observance of convalescent servicemen. In Army 
and Navy hospitals, large, controlled groups of 
men suffering like disability and needing similar 
therapeutic exercises are stimulated by group 
activity and discipline. Here the individual can 
gauge his progress by the fellows down the cor- 
ridor. A civilian has no such basis for comparing 
a slow recovery with his neighbor and he be- 
comes discouraged. In a military hospital, men 
develop a heroic attitude by imitation. In civil- 
ians, the age of the patient and his family’s 
attitude become retarding morale factors. Proper 
exercise of the injured limb is carried out in hos- 
pital groups by direction and supervision. To 
the patient recovering at home, such effort is 
difficult, uninteresting, even ridiculous if his 
family is watching. In the group, competition 
and the visible progress of others keep the indi- 
vidual working. Few indeed are the patients 
who alone will follow a set of instructions long 
enough to benefit. Too often the busy physi- 
cian gives the patient a set of instructions, either 
printed or oral, without taking time to demon- 
strate what is meant by them. The physician 
must explain at length the importance of exer- 
cise in restoration of function. He must impress 
upon the patient that a long time is necessary 
for results to become apparent. Above all, he 
must remember the average man’s reluctance to 
take exercise of any sort that is not recreational 
in nature. 

In private practice and industrial surgery, it 
is often impossible for the physician to give the 
follow-up supervision and encouragement needed. 
It is practical to secure the services of a social 
worker or nurse to complete this phase. Schools 
have long employed visiting nurses to check on 
absentees and industry finds such a practice 
compensatory. Occasionally, supervision of exer- 
cises, encouragement, and personal interest 
would prove of benefit. The visiting nurse or 
social worker must gain the confidence of the 
patient and his family. She must aid in solv- 
ing domestic problems other than financial. For 
example, if the patient is hindered in recovery 
by conditions at home, she should arrange conva- 
lescence elsewhere. In cases of severe or perma- 
nent disability, she may arrange for vocational 
retraining, always maintaining contact with his 
former employer and trade union. 
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Interference with weightbearing is common 
to all injuries of the foot and ankle. Serious 
injuries of these parts require long immobiliza- 
tion in plaster of paris, with the possible excep- 
tion of simple fractures of the toes. 

Prolonged casting presents a problem in itself, 
in addition to proper fixation of fractured bones, 
because circulation is disturbed and edema re- 
sults. A loss of calcium in the bones (the so- 
called atrophy of disuse) and deterioration of 
blood vessels occurs in the vicinity of fixation. 
Ankle joints become stiff and regain flexibility 
slowly. These things are difficult to avoid if 
proper healing of fractured parts is to be 
achieved. Bone heals slowly and healing is 
necessary before weightbearing can be resumed. 
Mobilization of the joint and exercise of mus- 
cles and tendons are very desirable, but can- 
not be obtained if other measures of treat- 
ment are carried out. Therefore, under the very 
best of circumstances, we find swelling of the 
foot and ankle with stiffness of the joint when 
the cast is removed. By applying an Unna’s 
paste boot or elastic bandage from the toes to 
the mid leg, some splinting of the blood vessels 
is accomplished with resultant reduction in 
swelling. These aids will not in any way inter- 
fere with walking or carrying out the active 
exercises required for further rehabilitation. The 
presence of swelling should not be ignored. In 
fractures about the ankle, it has already been 
mentioned that early reduction and immobiliza- 
tion before swelling has occurred is the most 
important phase of rehabilitation. Pain and dis- 
ability are prolonged where there is associated 
tearing of ligaments. In rehabilitating patients 
who have suffered external lateral ligament and 
later malleolus injuries, weightbearing is facili- 
tated by applying a 3/16-inch lift to the outside 
of the heel. The patient is much more com- 
fortable when tension is removed from the lateral 
side of the ankle. The Thomas heel is a source 
of relief in fractures and sprains of the medial 
side of the ankle by removing some strain from 
this side of the joint. 


Injuries to the ankle occur frequently. Sprains, 
fractures, and fracture-dislocations comprise the 
most serious and most disabling injuries to the 
ankle. Sprains may be either mild in character 
or severe. In the mild types, we usually find 
the external lateral ligament involved. The more 
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serious sprains may involve both internal ang 
external lateral ligaments. The object of treat. 
ment is to remove strain, and this is usual} 
accomplished with adhesive splinting. In the 
more serious sprains, it may be necessary to 
apply a low leg cast for a period of several 
weeks. The injection of novocaine into the pain- 
ful area is often used successfully in less severe 
cases. When this method of treatment is em- 
ployed, mobilization of the ankle can be resumed 
at once and the patient returned to work. Sey- 
eral injections are sometimes necessary before 
pain and swelling disappear. 

Persistent foot eversion following fractures of 
the ankle is an annoying and irritating result 
that makes the physician regret he did not take 
more time with his patient. These eversions 
usually result from walking irons which have 
but one point of contact with the ground and 
which the patients have not been taught to use 
correctly. The foot is turned out in an effort 
to remove strain on the painful ankle. After 
a few days this becomes a habit walk that is 
difficult to overcome. When a walking iron is 
applied, the patient should be instructed to walk 
with the toe pointed forward and under no 
circumstances to evert the foot. If eversion is 
allowed to continue over a period of several 
weeks’ time, one usually continues to walk with 
the foot everted when the cast is removed. At 
this stage of rehabilitation, much difficulty is 
found in teaching the patient to move the ankle 
and walk with the foot in a normal position. 
The physician should see the patient frequently 
to be certain that he is following instructions 
properly. This simple attention often will forego 
months of disability, especially in the patient 
who is satisfied with his compensation status. 
The rubber tire walking iron with sections of 
a rubber tire fixed in plaster, one under the: 
malleoli and the other behind the transverse 
arch of the foot, are more difficult to apply, 
but, as a rule, will prevent foot eversion by 
making it easier for the patient to walk cor- 
rectly. 


The prognosis in fractures of the os calcis is 
generally bad. While numerous methods of man- 
aging these fractures have been recommended, 
it is agreed that results are unsatisfactory. 
Whether conservative or radical management Is 
undertaken, it is apparent that the multiplicity 
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of advocated treatments indicates dissatisfaction 
with results. There are cases in which the frac- 
tured parts have healed in good anatomical posi- 
tion, yet the patients complain of painful feet 
for months and years afterward. Conversely, 
we have been severely comminuted fractures of 
the os calcis with marked reduction of the tubo- 
joint angle with symptomless feet. At this time 
the problem has not been solved adequately and 
no yardstick of management has been found. 
These patients cannot be dismissed arbitrarily 
and blamed because they will not return to 
work. They cannot be accused of being insin- 
cere and must be given every consideration in 
treatment. Such aids as Thomas heels, hightop 
shoes, and longitudinal arch supports are helpful 
in ridding them of some discomfort, and cer- 
tainly should be used routinely in the follow- 
up treatment. It is necessary to advise a change 
of occupation in some cases. This can be recom- 
mended freely to a young man in his wage earn- 
ing years; but for an older individual, light 
duty should be obtained for an indefinite period 
of time. 

In fractures involving the metatarsal bones, 
it is best to allow healing to occur without 
weightbearing on the foot. This is true because 
early weightbearing in fractures of the meta- 
tarsals promotes excess callus formation around 
the fractured sites and painful foot results. If 
complete healing can occur before weighbearing 
is started, the patient and his employer are 
spared weeks and months of disability. Frac- 
tures of the toes are not particularly disabling 
and most of these patients can return to some 
type of duty a few days after injury. 

In some cases, progress is retarded by the 
use of crutches. When they are used, the pa- 
tient should use two until he is ready to bear 
weight and then both crutches should be dis- 
carded. It is unwise to allow a patient to use 
only one crutch, a cane, or a walking stick, 
because these develop a habit limp difficult to 
overcome later. 

After complete healing of fractures and soft 
tissue damage has occurred, but continued 
swelling with stiffness of the ankle joint per- 
sists, active and passive exercises aid in recovery 
of function. Inclined boards prove very satis- 
factory for rehabilitation of ankle motion and 
patients should be advised frequently of the 
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importance of this exercise. By this method, 
ligaments are strengthened, muscular action is 
revived, and fibrotic joints are broken up. This 
is by far the most satisfactory method of reha- 
bilitation and should be practiced more frequent- 
ly than is usually done. A competent nurse or 
physiotherapist may instruct these patients. 
Industry probably would find the establish- 
ment of rehabilitation centers advantageous, not 
only because of earlier return to work, but also 
because of considerable savings in compensation 
payments and medical fees. Whirlpool baths, 
the use of massage, and other physical methods 
of rehabilitation are used advantageously in frac- 
ture centers, where frequent injuries justify 
large scale therapeutics. In the so-called after- 
treatment of fractures to the foot and ankle, 
it is Clay Ray Murray’s! belief that it is not 
the role of physical therapy to rehabilitate the 
patient. It should be used only to make it easier 
for the patient to rehabilitate himself. 


In conclusion and by way of emphasis, let 
us borrow the expressive words of Watson-Jones,? 
who says: 


“Tt is not enough to treat a torn ligament or fractured 
bone and expect the patient in his ignorance to treat a 
weak muscle or stiff joint. The same skill and care 
which is devoted to the union of fractures must be 
applied to the development of muscles and the mobili- 
zation of joints. Exercises must be graduated; they 
must be progressive. The patient must be‘taught to 
walk, climb stairs, run, and jump. But physical exer- 
cise alone is not rehabilitation. The patient must under- 
stand his disability; he must regain confidence and be 
inspired; his doubts must not become anxieties; his 
fears and misgivings must be dispelled; his social prob- 
lems must be solved; he must be reassured; he must 
not fear the future. It is the duty of the surgeon to 
treat both body and mind. In former days physical 
treatment was half completed, psychological treatment 
was wholly neglected; and when a patient drew the 
apparently obvious conclusion that there was a residual 
and permanent disability, and turned to the only refuge 
he knew, the refuge of litigation and lump-sum settle- 
ment, we blamed him and called him a malingerer. 
Was there ever greater injustice? Malingerers are made, 
not born. Functional disorder is a complication of 
fracture treatment which is no less under the control 
of the surgeon than mal-union and non-union. In the 
words of John Buchan: ‘It is not enough to have spe- 
cialists for physical diseases and specialists for psycho- 
logical diseases; the same man must in a sense be both. 
A good doctor should be, and indeed always has been, 
something of a psychologist.’ Every consultation and 
examination, every preparation for manipulation or 
operation, every interview with the patient or his 
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relatives is an opportunity for the practice of this art. 
With the right attitude of mind, a surgeon can practice 
rehabilitation in a barn; without it he will fail in the 
most lavishly equipped gymnasium.” 


SUMMARY 


(1) Immediate attention facilitates recovery 
in fracture treatment. 

(2) Psychological considerations and atten- 
tion to economic phases of injury rival physical 
treatment in importance. 


(3) Mechanical aids to walking may give 
additional comfort and shorten period of disa- 
bility when properly used. 
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DISCUSSION (Abstract) 


Dr. Gradie R. Rowntree, Louisville, Ky—It is the 
surgeon’s duty, as it is the duty of any physician, to 
treat both body and mind. 

Dr. Fritz LaCour, Lake Charles, La—I should like 
to ask Dr. Hatchette how soon the orthopedist should 
enter the picture. 

Dr. Hatchette (closing) —The sooner the orthopedist 
can treat an injury to the ankle, the better the result. 
We have had sume difficulty late at night because the 
X-ray man did not want to get out of bed to come to 
the hospital to x-ray the ankle. He says, “Oh, it is 
just a fractured ankle, isn’t it? Can’t we put it off until 
morning ?” 

But if you agree, you invite trouble. If the condition 
is treated before swelling occurs, these injuries can be 
reduced with comparative ease and put in a cast without 
the residual swelling which occurs afterwards. If treat- 
ment is postponed for hours, swelling has already oc- 
curred and reduction must be attempted in spite of 
swelling. It is much more difficult to reduce, and if 
it is not well done the first time, the patient will have 
a residual probably for the rest of his life. 

Sometimes these things can be corrected later, but this 
is difficult and unnecessary. All injuries to the ankle 
should be seen as soon as possible, should be treated 
adequately, and they should be x-rayed immediately 
after they have been set to be sure of a good ana- 
tomical result. If a good result is not demonstrated, 
the work should be done until you do get one. If this 
is not accomplished in that first hour, then your best 
opportunity has been wasted. 


Dr. LaCour.—-Am I right to conclude that we should 
reset them if we do not get a good anatomical result ? 


Dr. Hatchette—Yes, sir, they should be reset. 
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ACTIVE THERAPY OF VARICOSE VEINS 
IN PREGNANCY* 


By Hucu G. Hamitton, M.D. 
Raprorp F. Pittam, M.D. 
and 
Rosert S. Hiccins, M.D. 
Kansas City, Missouri 


Since Ambrose Pare!’ in 1579 said that it was 
better not to tamper with varicose veins in 
pregnancy, the general professional attitude has 
favored temporization and symptomatic treat- 
ment rather than definite therapy. In writing 
on the subject Greenhill,? de Takats,’ Ochsner,!* 
Collins,5 Hunt,!° DeLee,’ Danforth,® Titus?5 and 
Adair! say that active measures can be under- 
taken successfully but warn of the necessity of 
caution. On the other hand Vaux,?° Bland, 
Solomons,?’ Polak,2° Mengert,!> Peterson,!8 
Stander,?* Eastman and Scott and Van Wyck?! 
deplore definitive therapy and recommend elas- 
tic supports, rest and postural treatment. Other 
authors, such as Allen, Barker and Hines’ and 
Wright,?° largely ignore the problem. Shank” 
and Peyton and Loop!? successfully use saph- 
enous phlebectomy while Wilson employs liga- 
tion and vein stripping. McPheeters!? categori- 
cally states that ligation alone is 100 per cent 
unsuccessful. 

The authors feel that one of the most im- 
portant factors to be considered is the elimina- 
tion of varicose veins in pregnancy as a Cause 
of postpartum phlebothrombosis or thrombo- 
phlebitis. Neuhof!5 shows that postpartum ven- 
ous thrombosis is the same problem as that seen 
postoperatively and that phlegmasia alba dolens 
is the same entity with the addition of extreme 
lymphatic blockage. He feels that early ambula- 
tion is a great aid in reducing the incidence of 
the process, but that more important is the 
removal of any cause which retards the rate of 
venous blood flow, such as varicose veins. 

In the etiology of varicose veins heredity is 
important, as there is a definite familial tendency 
to their development. McPheeters!! proves that 
the effect of gravity causes a progressive in- 
crease of venous pressure the further down the 





*Read in Section on Obstetrics, Southern Medical Association, 
Forty-Second Annual Meeting, Miami, Florida, October 25-28, 
1948. 
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leg one measures. Hence the greater incidence 
of varicosities below the knee. Murphy and 
Mengert!* show that increases in intra-abdominal 
tension yeild proportionate increases in venous 
pressure in the lower extremities. Adams? dem- 
onstrated that the standing pressure in the 
saphenous system is the same before and after 
high ligation, but that there is a decrease in the 
saphenous pressure from straining (increase in 
intra-abdominal tension) after high saphenous 
ligation. Therefore, the hydrostatic pressure is 
maintained by the communicating veins between 
the superficial and the deep circulation unless 
there is segmental disruption of the saphenous 
system. 

Obviously, there are additional factors in- 
volved such as the partial occlusion mechani- 
cally of the large abdominal and pelvic veins 
by the weight of the pregnant uterus, as well 
as the modified arteriovenous fistula action of 
the placenta as mentioned by Veal and Hussey.?’ 
Furthermore, the increase in total blood volume 
tends to give a moderate general venous disten- 
tion as does the hormonal action of the preg- 
nancy on the vein walls. Peyton!® shows that, 
with the abdominal pressure interrupting the 
overflow sump action of the right side of the 
heart on the column of venous blood, one is 
then dealing with a relatively closed system of 
veins and that Pascal’s law then operates, to 
distribute equally throughout the column of 
blood any pressures applied thereto. Accord- 
ingly, there will be inevitable distention of the 
labial, hemorrhoidal and saphenous veins. Many 
primigravida will retain sufficient venous elas- 
ticity to return to normal after delivery, al- 
though some will not; but in the multigravida 
the repetition of trauma will cause more fre- 
quent incompetencies to develop. 

In the selection of cases for treatment one 
first must differentiate between truly incompe- 
tent veins and ones that are merely overdistended 
but still capable of normal function. Veins that 
were incompetent prior to pregnancy and show 
aggravation are, of course, subject to treatment 
as well as are newly developed varices. The 
usual precautions of testing the competency of 
the deep circulation must be observed before 
the institution of therapy. 

The series of cases here reported is one that 
has been developed in private practice upon pri- 
vate patients and represents observations over a 
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10-year period from 1938 to 1948. The neces- 
sity of the active cooperation between the ob- 
stetrician and a competent peripheral vascular 
surgeon is shown. All of the technical pro- 
cedures were carried out by one of the authors 
(R. F. Pittam). 


In the injection therapy employed in the 
lower extremities, 5 per cent sodium morrhuate 
solution was employed as the sclerosing agent, 
the volume and number of injections being 
varied according to the individual requirements 
of the case. In the retrograde injections asso- 
ciated with ligation the same solution was used. 
In the injection therapy of the labial varicosities 
1 per cent sodium morrhuate was used, the 5 
per cent solution being diluted to 1 per cent 
using 1 per cent procaine as a diluent. All of 
the ligation cases were hospitalized for the 
surgery, being put on ambulation treatment the 
day of surgery and usually going home that 
afternoon or the following day. The ligation 
of the labial cases was handled like the lower 
extremity cases. The operative procedures were 
carried out under intravenous sodium “pento- 
thal” anesthesia. 

There were 591 cases included in this series, 
of whom 144 were primigravidae and 447 multi- 
gravidae. The primigravidae averaged 23.5 
years of age and the multigravidae 28 years. 
Therapy was instituted on the primigravidae 
on the average of 4.1 months of gestation and 
upon the multigravidae at 4.7 months of gesta- 
tion. We feel that this difference is due merely 
to the tendency of multigravidae to report for 
prenatal care a bit later than do primigravidae. 
However, in individual cases in both series, 
therapy was instituted in some in the first 
month and in others as late as the eighth month 
with no harmful effects. 








NUMBER, AGE, PARITY AND GESTATION STAGE 





AT THERAPY 
Primigravidae Multigravidae Total 
228 secundigravidae 
Number of patients 144 447 591 


219 multigravidae 


Age of patients 23.5 28.0 
Range 16-39 Range 19-43 


Month of gestation 4.1 4.7 
therapy instituted Range 1-8 Range 1-8 








Chart 1 
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SITE OF VARICOSITIES TREATED 
Labia Left Lower Extremity Right Lower Extremity Bilateral 

Right Left Bilateral Thigh Leg Total Thigh Leg Total Extremities 
Primigravidae 0 0 0 33 95 104 26 78 95 53 
Per cent 23 66 72 18 54 66 37 
Multigravidae 31 20 7 125 344 358 112 308 322 246 
Per cent 7 4.5 1.6 28 77 80 25 69 72 55 

Chart 2 


The site of varicosities under treatment is 
shown in Chart 2. 

The labial varicosities in our series did not 
require therapy in any of the primigravidae but 
did require therapy in 58 of the multigravidae, 
56 of whom were handled by injection therapy 
and 2 by the ligation method. The lower ex- 
tremity cases required therapy in 144 primi- 
gravidae of whom 30 received ligation and 114 
injection treatment. The multigravidae had 89 
who needed ligation therapy and 300 were 
handled by the injection method. In all, 119 
lower extremity cases were subjected to ligation 
and 414 to injections. Two of the ligation cases 
had good results with ligation alone. 

In analyzing our results, we find unsatisfac- 
tory results in 4 per cent of cases. This can 
be improved in the light of our further experi- 
ence by better selection of methods of therapy. 
There were recurrences with subsequent preg- 
nancy in 4.1 per cent. We feel that this figure 
is too low, due to the fact that patients have 
moved away or gone elsewhere with subsequent 
pregnancies or have not yet had subsequent 
pregnancies. There is no reason to assume that 
a venous system that is capable of developing 
varices with one pregnancy will not be capable 
of further breakdown with the trauma of subse- 
quent pregnancy. 

The safety of the matter of therapy of vari- 
cose veins in pregnancy is demonstrated by the 
fact that no patient aborted or went into prema- 
ture labor from treatment in the entire series 
of cases, nor was there any case of post-thera- 
peutic embolism as suggested by Hunt. The 


important result, that justifies the entire series 
of treatments, however, is the fact that not one 
woman who had active therapy of her varicose 
veins during her pregnancy had a postpartum 
phlebothrombosis or thrombophlebitis. 

It is not the function of this paper, nor is it 


the desire of the authors, to attempt to settle 
the arguments in the realm of peripheral vascular 
surgery as to whether varicosities should be 
treated by injection therapy alone, ligation alone, 
ligation and retrograde injection, ligation with 
stripping or segmental phlebectomy. The mid- 
dle ground of therapy is probably correct, that 
there are certain cases in which each of the 
above methods would be the methods of choice, 
and that it becomes a matter of proper selec- 
tion taking into consideration the individual 
technical skills of the particular operating sur- 
geon. 


CONCLUSIONS 


(1) Five hundred ninety-one cases of active 
therapy of varicose veins in pregnancy are re- 
ported. 

(2) No case aborted or had premature labor 
from therapy. 

(3) There was no case of post-therapeutic 
embolism. 








TYPE OF THERAPY EMPLOYED 





Labia Extremities 
Number of Number of 
Ligation Injection Injections Ligation Injection Injections 
Primi- 0 0 0 30 114 4.2 
gravidae Range 2-26 
Multi- 2 56 1.7 89 300 6.5 
gravidae Range 1-4 Range 1-24 
Total 2 56 119 414 








All ligation cases received retrograde injection at surgery except 2. 


Chart 3 








RESULTS 





(1) Unsatisfactory results, 24 cases, 4 per cent 

(2) Recurrence, 28 cases, 4.1 per cent (too few traceable over 
long enough time to be significant) 

(3) No patient aborted from therapy 

(4) No case of embolism after therapy re 

(5) No treated case had postpartum thrombophlebitis or phle- 
bothrombosis 








Chart 4 
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(4) No woman whose veins were treated had 
postpartum thrombophlebitis or phlebothrom- 
bosis. 

(5) Therapy can be safely started at any 
period of gestation. 

(6) The type of treatment used must be indi- 
vidualized to the needs of the case. 

(7) Labial varicose veins can be as safely 
treated as can those of the lower extremities. 
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DISCUSSION (Abstract) 


Dr. Nicholson J. Eastman, Baltimore, Md.—This paper 
comes from an experienced obstetrician whose approach 
to obstetric problems has always been thoughtful and 
conservative. That it will carry sufficient weight with 
me to divert me from the conservative policy that I 
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have always followed in regard to the management of 
varicose veins in pregnancy, I am rather dubious. 

As Dr. Hamilton has pointed out, this is a moot ques- 
tion. Some obstetricians advocate interference; others 
advocate a policy of letting the veins go without surgical 
manipulations. I follow the latter course. What are 
Dr. Hamilton’s objectives? What does he expect to do 
by injection or venous ligation in these cases? Is it 
merely his intention to keep a patient more comfortable 
during pregnancy? Very possibly the procedure that 
he recommends has advantages in this respect. My 
policy has been: elastic stockings, rest, and those meas- 
ures with which you are familiar. Although, in the 
course of time, I have had occasion to follow a good 
many patients who were multiparas with varicosities, I 
have usually been able to tide them through pregnancy 
without undue complaints and trouble. 

Is the hemorrhage associated with vulvar varicosities 
in labor sufficient to warrant this procedure? My 
experience with vulvar varicosities in labor has been 
very satisfactory. Once in a while we have had to ligate 
a vein here and there, but I recall no instance in which 
we have seen alarming hemorrhage from vulvar vari- 
cosities. This does not apply to vaginal varicosities 
which are a different issue and which sometimes cause 
tremendous hemorrhage. 


In regard to thrombophlebitis in the puerperium, 
does this procedure go very far in eliminating it? I am 
prepared to agree that, in cases of outright varicosities 
in pregnant women, this will forestall the development 
of thrombophlebitis and phlebothrombosis in the veins 
treated. However, the majority of cases of thrombo- 
phlebitis and phlebothrombosis seen in puerpera occur in 
patients who have not previously manifested varicosities. 
In looking back over our cases of extreme varicosities, 
I have not been persuaded that they have had apprecia- 
ble trouble in the puerperium. In other words, in my 
opinion, the majority of cases of thrombophlebitis and 
phlebothrombosis are those which would not have been 
candidates for this treatment, for they did not show 
varicosities in pregnancy. 

Now about pulmonary embolism in these cases. One 
of the facts that Dr. Hamilton pointed out was that 
in his series of cases there was no case of embolism 
in the puerperium. 

In our experience at least, although I do not want 
to minimize its gravity, pulmonary embolism is uncom- 
mon. When it does occur, it is rather more likely to 
occur when you did not know there were any vari- 
cosities. 

Looking back over our last 20,000 deliveries at the 
Hopkins Hospital, we have had no fatality from pul- 
monary embolism, and looking back over the entire 
record of Baltimore for the last ten years, about 200,000 
deliveries, we have had but one death at the City Hos- 
pital, Baltimore, from pulmonary embolism. This oc- 
curred one hour following ligation of the femoral vein 
for thrombosis. 

There are two sides to this question, and I am simply 
laying before you the conservative side. Perhaps I have 
been neglecting these women, but, in thinking over the 


ee 


Se a re me a 


2: Sant SB onan eT tea cla ae Me REN OE 


5x 


i 
| 


— a eesere 








612 


possible dangers associated with injection treatment and 
ligation treatment, I cannot help thinking of the old 
definition of a specialist: a man who takes a simple 
subject and makes it difficult. 


Dr. Radford Pittam, Kansas City, Mo—In addition 
to Dr. Hamilton’s experience, we have close to 4,000 
cases to add to the 591 which he has reported. These 
cases are important because they have been individually 
observed by one man upon his own private cases. 


In a large teaching institution, observation of pa- 
tients is sometimes left to those of lesser light, and 
that light often does not gleam quite brightly enough 
for the observation of the individual. 


Wherever dissection is employed in the foramen ovale, 
all of the pudendal veins, which vary in number from 
one to five, must be found. These pudendal veins not 
infrequently connect with the saphena parva, femoral 
vein and femoropopliteal and, as you know, it is a closed 
system, coming from the hypogastric vein. Also they can 
anastomose at the circumflex iliac. 


In doing such a dissection, it is not just the tying 
of the saphenous vein that is needed. The contiguous 
anastomoses sometimes are very puzzling anatomically. 
It is all done by blunt dissection. 


I would not suggest that the occasional operator try 
it the first time. One must not temporize with any 
dissection in the foramen ovale. Unless it is done cor- 
rectly, it is absolutely useless. 


In the injection of the varices of the vulva and the 
vagina, we use weak, 1 per cent morrhuate diluted with 
procaine, using multiple injections of only 1 cc. at a 
time, but with a vulvar pad put in place and kept 
there following the treatment. 


In no instance have we had to employ over five injec- 
tions. If the cases are caught early, you will not have 
the difficulty of the huge varices of which Dr. Eastman 
speaks. If they are caught late, the treatment is useless. 
That is where you have huge varices of the vulva 
hanging down as large as a man’s hand. But if you 
will do it early, and carefully, using the 1 per cent 
solution (please do not use 5 per cent as you will get 
necrosis) the results are most gratifying. Remember, 
these are intracutaneous and intramucosal veins and 
they are not deep. 


We like the injection treatment of the labial veins, in 
the early instances, because it gives the patient a great 
deal of comfort. Many of the untreated patients have 
difficulty in urinating, and that is completely obviated 
by the slow, conservative, injection treatment. 


In the large venous tree, I have been lately using 
material called “sotradecol,” in about 200 cases. 


The venous hemangiomas that occur in the lower part 
of the lower extremity are treated in the same way 
with a 1 per cent solution. Five per cent will give only 
necrosis of the skin and a dissatisfied patient. 


Later, after the baby is born, when the vein returns 
to its normal tonicity and contractility, these thrombi 
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that are in the communicating veins in the lower part 
of the leg are absorbed into the large system. 


We must realize that many cases of thrombosis are 
without symptoms; they cause no pain. 


We feel that by taking care of these cases early or, 
in cases where they develop very quickly, within two 
weeks (we have such instances as that), the treatment 
can be greatly simplified with the most successful re- 
sults. 


Why some appear so rapidly, I have not the slightest 
idea except that possibly the hormonal influence upon 
veins, as Dr. Hamilton said, has something to do with 
segmental dilatation. Those veins do not have to be 
operated upon and can be injected just as Dr. Eastman 
said. Instead of using the ace bandage, we prefer to 
use a chemical to aid in the agglutination, of the grow- 
ing together of the vein wall at that time. 


Most of these patients are very comfortable and 
grateful. Many of them are not able to buy three or 
four pairs of stockings which are, at the present time, 
$6.50 each, and the condition usually is bilateral. 


Dr. Bayard Carter, Durham, N. C—My experience 
with the treatment of varicose veins is practically nil, 
because we treat them conservatively. But we also feel 
that, when we get to the stage of embolism, ligation in 
the thigh is not the ligation of choice. 


We think that, when the embolic phenomenon has 
occurred, the thing to do is to get into the abdomen 
and do a ligation of the pelvic veins because there is 
usually intrapelvic thrombosis. 


Dr. Hamilton (closing).— This method of therapy 
keeps these women comfortable. It relieves them of 
their pain, and of the sense of heaviness and weight, 
both in the labia and in the leg. 

The vulvar varicosities are a problem. We have not 
been bothered, as Dr. Eastman has said, by hemor- 
rhage in them. It has been a matter, primarily, of the 
patient’s intense distress. In the ones that have not 
been amenable to injection alone, Dr. Pittam has been 
quite successful with his ligation and injection therapy. 

There are one or two things in the ligation of vulvar 
veins that are difficult. The incision must be made 
rather high; lying over Poupart’s ligament and extend- 
ing medially. There will be anywhere from one to five 
branches to be picked up in the course of the ligation. 

As Dr. Eastman has pointed out, this therapeutic 
method does not forestall all embolic phenomena, nor 
does it forestall thrombophlebitis or phlebothrombosis 
that is going to occur in the non-incompetent circula- 
tion; but it does, we feel, forestall these complications 
in this group who are good candidates for phlebo- 
thrombosis or thrombophlebitis. 


I think Dr. Eastman misunderstood me. I did not 


mean that we had eliminated postpartum embolism. 
We had had no posttherapeutic embolism, because sur- 
geons have feared posttherapeutic emboli after treat- 
ment during the course of pregnancy. This has not 
occurred in any of the cases. 














Vol. 42 No. 7 


MANAGEMENT OF ALLERGIC 
SINUSITIS* 


By C. H. Grover, M.D. 
Memphis, Tennessee 


In the presentation of this paper I think it 
fitting first to mention the anatomical details 
of the paranasal sinuses with particular refer- 
ence to the lining mucosa, nerve and blood sup- 
ply because these influence the severity of reac- 
tions in this particular field, reactions of vary- 
ing degree, depending upon individual sensitive- 
ness and susceptibility. 

The nose is lined with ciliated epithelium and 
continues into the sinuses, as such, through the 
natural ostia and is very vascular. 


Affections and resultant infections of the nose 
and nasopharynx would eventually extend into 
the sinuses depending upon the virulence of the 
infection, length of time of involvement and indi- 
vidual resistance. 

The maxillary sinus is probably the most fre- 
quent site of empyema due to the size and 
anatomical location of the natural ostium and 
swelling of the middle turbinals blocking this 
structure. 

If nasal allergy exists over a long period of 
time it not infrequently terminates in empyema 
of one or more of the paranasal sinuses. This, 
to a great degree, depends upon air saturation 
of the offending allergen, degree of suscepti- 
bility of the individual and proper care of the 
patient in the early stage of involvement. 

The vessels of the maxillary antrum are an- 
terior and posterior alveolar, infra-orbital and 
sphenopalatine arteries, all branches of the 
internal maxillary. The venous return is chiefly 
through the ethmoid, sphenopalatine and an- 
terior facial veins. The nerve supply of this 
sinus is derived from the infra-orbital nerve 
through the superior dental branches. I shall 
limit my anatomical discussion to the antrum 
due to a similarity of structural make-up of the 
sinuses as a whole. 


If one should become sensitized to grasses, 
weeds and trees his symptoms would begin in 


*Read in Section on Allergy, Southern Medical Association, 
Eorty-Secend Annual Meeting, Miami, Florida, October 25-28, 
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the early spring and continue until frost, vary- 
ing in intensity according to susceptibility of the 
patient and air saturation of the pollen. These 
symptoms vary in intensity from a few sneezes 
in the early morning to a complete occlusion of 
the nasal cavities, severe itching of the eyes, 
nose and palate, alteration of hearing due to 
blocking of the eustachian tubes, angioneurotic 
edema, and swelling of the face and eyes asso- 
ciated with headache from congestion of the 
nose and sinuses. Severe cough may exist from 
inhalation of pollen into the larynx and bron- 
chial tree and many other phenomena, too many 
to enumerate. Dust is frequently a grave of- 
fender carrying a natural irritation along with 
sensitiveness. 


In the early stage of nasal allergy there is 
usually a watery secretion which, in time, be- 
comes viscid, the voice becomes non resonant 
and not infrequently is associated with hoarse- 
ness from edema of the structures of the larynx. 
The adenoid facies is somewhat characteristic 
of the allergic child wherein the shock tissue is 
that of the nose and nasopharynx. In this 
event there is hypertrophy of the structures of 
the nasal cavities and the nasopharynx, nar- 
rowing these spaces. This gives rise to varying 
symptoms in this particular field. Nasopharyn- 
geal disease often extends from one eustachian 
orifice to the other, and as a result the child 
becomes a mouth breather, the extent de- 
pending upon the proportionate size of the 
adenoid as compared to the size of the naso- 
pharynx. The upper lip and end of the nose 
become retracted upward and the child assumes 
an idiotic expression and very often mentality 
is at a low level. If the adenoid becomes in- 
fected the nose is usually filled with a tenacious 
mucus. This infection oftentimes extends into 
one or more of the sinuses dwarfing these 
structures. 


Hypersensitivity of the nasal mucosa to pol- 
lens, bacteria or miscellaneous allergens with or 
without concomitant food sensitiveness in the 
production of perennial nasal allergy, is proba- 
bly the most important etiologic factor in sinus 
disease; and prolonged vasomotor rhinitis, hyper- 
esthetic rhinitis and other phenomena in this 
area are almost certain to terminate disastrously 
in sinus disease. 
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It is no difficult matter to recognize the 
allergic nose. In children, Bowen, in a recent 
paper read before the Mid-South Post-graduate 
Medical Assembly, called nose rubbing “the 
allergic salute.” This consists of violent rubbing 
of the nose from side to side, with the fore finger, 
placing the palm of the hand on end of nose 
and pushing upward and inward and pulling 
the upper lip from side to side, upward and 
downward for the purposes of manipulation of 
the end of the nose. He says that this is a 
pathognomonic sign of the allergic child. 

Polyposis of the sinuses begins as an edema 
of the mucous membrane of the involved struc- 
ture. As the condition progresses there is a 
prolapse of this membrane resulting in a pedunc- 
ulated tumor mass often extending into the 
inferior meatus and containing serosanguineous, 
viscid fluid. They may be single or multiple 
depending upon the sensitiveness of the patient, 
length of time of involvement, anatomical anom- 
alies of the nose and proper care of the offending 
agent. Hansel says: ‘“Polyposis of the middle 
meatus should be considered allergic until proved 
otherwise.” It is generally conceded that it is a 
secondary manifestation of an allergic phenom- 
enon. 


Empyema of one or more of the sinuses is 
not infrequently present but the maxillary sinus, 
as stated above, is probably the most frequent 
site of involvement. In this condition there is 
usually, in the acute stage, sneezing, severe pain 
over the affected cheek, nasal obstruction, 
watery discharge later becoming purulent, pain 
in one or more upper teeth of the affected side, 
pain in the frontal region and low grade tem- 
perature. In the chronic state the pain is not 
usually neuralgic in character as in the acute 
stage, and may be entirely absent. The middle 
and inferior turbinals are usually hypertrophied; 
there is general swelling of the nasal mucosa, 
slight or free drainage, loss or impairment of the 
sense of taste and smell, pain in the ear of the 
affected side more often in the acute than the 
chronic state, a foul penetrating odor of the 
discharge as the condition progresses, a chronic 
type of intermittent headache, loss of appetite 
and persistent cough. It is a foregone conclusion 
that many unnecessary operations have been per- 
formed upon these sinuses without giving thought 
to the allergic possibilities and there should be 
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better cooperation between the rhinologist and 
the allergist. Vaughan said in 1934 that 50 per 
cent of all patients treated by the rhinologists 
are suffering from primary or secondary allergy, 

It is no difficult matter to differentiate pri- 
mary infections and allergic rhinitis if cytology 
of the nasal smears is given its deserved consid- 
eration. This alone will throw light on the 
etiology of symptoms and Hansel says that this 
test should be made on all patients with nasal 
symptoms. 

Instances of nasal disease associated with 
pathologic changes in the nasopharynx deserve 
serious consideration. The nasopharynx will 
oftentimes be found to contain a large amount 
of hyperplastic tissue resembling adenoid growth 
and is often removed by the surgeon as such, 
only to have a return of this tissue in a short 
length of time. This tissue is prone to become 
infected and the erroneous diagnosis of chronic 
streptococcus throat is made and treated with a 
sulfa drug or penicillin only to have a recur- 
rence of the condition which finally invades the 
paranasal sinuses, larynx and bronchi. 


There may be varying degrees of infections 
as well as allergic symptoms present, but the 
presence of clumps of eosinophils in the smears 
from any of these pathologic membranes will 
be of great value in clearing up the diagnosis and 
it is of prime importance that an early diag- 
nosis be made as these tissues respond poorly 
and slowly to local treatment after they reach 
the subacute or chronic state. 


At this point I should like to call to your 
attention the most overlooked and neglected 
structure of the entire respiratory tract, “the 
nasopharynx, the furnace of the air passages.” 
Any inflammatory or infectious process of the 
nose promptly invades this area where many 
pockets and crevices are present. The fossa of 
Rosenmuller which lies behind the promontory 
of the eustachian tube is a hot bed for inflam- 
matory and infectious processes which give rise 
to tubal catarrh resulting in alteration of hear- 
ing and not infrequently otitis media and mas- 
toiditis. Posterior ethmoids become a prey to 
these processes with hidden etiology of rheuma- 
toid arthritis and other phenomena of unknown 
origin in the larynx and bronchial tree. 


There may be little or no symptoms in the 
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early stage of nasopharyngitis where the proc- 
ess is a simple inflammation but there is usually 
an existent sense of fullness of the ears and 
altered hearing for several days. Tinnitus 
aurium in many instances is the only clue. 


Nasopharyngoscopic examination in all cases 
with nasal symptoms associated with those just 
mentioned is the most scientific method of 
examination and often reveals much unsuspected 
disease of the nasal accessory sinuses as an 
extension of the inflammatory process of the 
nasopharynx. No x-ray will show this early 
involvement. The posterior rhinoscopic mirror 
is usually unsatisfactory due to the sensitiveness 
of the throat and the inability to see over the 
entire area of the nasopharynx, and personally 
I have abandoned the use of this mirror in the 
examination of this space. 


Pharyngeal disease is usually secondary to 
pathologic changes in the nasopharynx as an 
extension of the process into this space. From 
these diseased tissues a large amount of mucus 
is excreted which gravitates into the larynx and 
bronchi carrying infection into these structures 
producing a condition which is frequently diag- 
nosed as tubercular or suspected tuberculous 
lesions. I have seen many of these patients 
put to bed for from six months to a year as 
tuberculous suspects. 


The importance of allergic possibilities in the 
development of sinusitis as well as pathologic 
changes in the air passages brought about by 
allergenic agencies is still underestimated by the 
medical profession as a whole. Only a short 
time ago a physician of good reputation told 
a patient of mine that there was nothing to 
allergy. Thereupon he gave her “pyribenzamine,”’ 
admitting that she had food allergy and that he 
would do something about it. Such statements 
act as a boomerang and will soon catch up with 
the offender. 


Nasal allergy, particularly the perennial type, 
with persistent or recurrent nasal blockage is 
known to be a great factor in the etiology of 
sinus disease. Various operations have been 
performed for the correction of nasal obstruc- 
tion as well as sinus disease, some of which 
serve only to accelerate the symptoms or to 
precipitate other conditions worse than that of 
which the patient had originally complained. 
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Turbinectomy, in my opinion, heads the list of 
contraindicated surgical operations but ventila- 
tion, in some manner, must be had because 
nasal obstruction alone produces inflammatory 
processes of the nasal mucosa which lead to 
eventual disaster in the sinuses or other allied 
anatomical structures in the respiratory tract 
and no doubt many have been benefited by 
ventilating operations in this field. Also they 
may have had no relief or even acceleration of 
symptoms. In cases of allergic manifestation 
in the nasal cavities and accessory sinuses, 
surgery should be delayed until the patient has 
had specific treatment for the allergic condi- 
tion. It is no difficult task to do a submucous 
resection, intranasal antrum or the Caldwell- 
Luc operation but it is difficult to explain to the 
patient why the original symptoms are not im- 
proved or why they are even accelerated, which 
not too infrequently occurs where allergic possi- 
bilities have not been given their deserved con- 
sideration. This is, in my opinion, one reason 
why these operations have fallen into disrepute 
and the pendulum is gradually swinging the 
other way since allergy has come into the pic- 
ture. Exenteration of the ethmoids and sphenoids 
is on the downward trend for the same reason. 


It is true that infections invade these struc- 
tures as a primary factor but it has been my 
observation that a large per cent lie in the 
category of allergic etiology. Much effort has 
been made in the field of research and there- 
fore many theories have been advanced as to 
the possibilities of bacterial allergy, but to date, 
no conclusive evidence has been demonstrable 
to support any theory. Many conflicting re- 
ports serve only to add to the confusion. Alex- 
ander (1935) said that bacterial allergy is just 
being investigated and is probably the allergy 
of tomorrow. Rowe said that bacterial allergy 
operating in ways poorly understood today is 
probably responsible for many cellular disturb- 
ances in the arteries, vital organs and other tis- 
sues with varying severity of symptoms. It is my 
experience that patients suffering from chronic 
sinus disease associated with other allergic phe- 
nomena react to bacteria with an immediate or 
delayed type of wheal reaction which, within 
itself, should suggest some type of allergic reac- 
tivity. In many instances a simple head cold will 
precipitate an asthmatic attack or an acute ex- 
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acerbation of chronic sinusitis which may become 
of serious consequence associated with extremely 
high temperature. Prostration, meningeal irrita- 
tion, arthritis and in some instances osteomye- 
litis are in some manner associated with bac- 
terial allergy but it is no easy matter to ascer- 
tain the actual intensity of symptoms which 
may arise from this source due to lack of 
knowledge of this allergic syndrome. It is pri- 
marily a much greater etiologic factor in sinus 
disease, as well as in many other pathologic 
changes in the respiratory tract, than is usually 
suspected. 

Some points of differentiation in allergic 
sinusitis and sinusitis from primary bacterial 
invasion: 


Allergic Primary Infections 


Slow development. Acute onset with acute 
pain in cheek and upper 
teeth of affected side- 
acute neuralgic headache. 


Stuffy nose with fits of _ No nasal stuffiness and 
sneezing in early morn- no sneezing prior to at- 
ing existing for weeks or tack. 

months. 

Copious, tenacious mucous Thin discharge of pus in 
discharge in pharynx and pharynx. 

nasopharynx. 


Hyperplastic mucosa in MHyperplastic formation ab- 
pharynx and naso- sent. 
pharynx. 


Family history of allergy No allergic family history. 
in large percentage of 
cases. 


Frequent attacks of head Infrequent attacks of head 
colds. colds. 


TREATMENT 


Allergic therapy should be instituted as soon 
as allergenic substances are demonstrated. De- 
sensitization with antigens according to titra- 
tion method advocated by Rinkel, and vaccines 
which show varying degrees of sensitivity along 
with dietary restriction. 

If empyema has developed in one or more 
of the sinuses it becomes necessary to eliminate 
this as soon as possible by thorough shrinkage 
of membranes of the nasal cavities, cleansing 
with saline solution, suction and lavage, if this 
becomes necessary, because residual pus serves 
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to further thickening of the lining mucosa and 
retard ciliary action. 


Sulfa drugs and penicillin are valuable be- 
cause of the superimposed existence of infec- 
tion. Various sulfa sprays have appeared in our 
newspapers and magazines for the cure of colds 
and prevention of sinus infections but I have 
seen little or no relief from the use of these 
agents. 


In many cases a great deal of relief may be 
accomplished by dipping a long piece of cot- 
ton, wound on a metal applicator, into a ten 
to twenty per cent argyrol solution, placing the 
end of the cotton on the lower surface of the 
middle turbinate and pushing the remaining por- 
tion against the nasal bone to anchorage behind 
the greater alar cartilage in order to apron the 
middle turbinate with this cotton soaked argyrol 
solution, which is allowed to remain in this posi- 
tion for twenty to thirty minutes. 


Concomitant food sensitiveness should be ex- 
cluded from the diet, as food like other allergenic 
agents is productive of pathologic changes in the 
nose and nasal accessory sinuses. Saddle-back 
reactions in titration, Rinkel says, are due to 
food sensitization which interferes with results 
in hay fever and other associated syndromes. I 
have heard physicians ridicule the idea of foods 
producing clinical symptoms. This idea is prob- 
ably based on the failure of skin response to 
demonstrate food sensitivity. It is true that all 
foods producing positive skin reactions are not 
productive of clinical symptoms but they should 
all be excluded from the diet until the patient is 
symptom-free, when they may again be added 
one at the time on a definite schedule and the 
patient watched very closely for a return of 
symptoms. If these recur then the food produc- 
tive of the syndrome should be permanently 
omitted from the diet. Rinkel advocates and 
uses individual feeding tests, noting symptoms 
of fatigue, heart action and white blood cell re- 
sponse and in support of this method, Zeller 
has produced and relieved arthritic symptoms 
by feeding and omission respectively of known 
allergenic foods. He also noted that nasal con- 
gestion was always present in these food sensi- 
tive individuals. 


Rowe says that his studies continue to indi- 
cate the importance of food allergy as a cause 














ta i a | 





Vol. 42 No. 7 


of perennial nasal symptoms and further says 
that it is frequently the sole cause but is often 
associated with inhalants and less frequently 
with bacterial allergies. 


Food, as an etiologic factor in perennial nasal 
allergy, is of great importance and is mentioned 
under treatment due to its predisposition to sinus 
disease. Allergenic foods must be excluded from 
the diet if good clinical results are expected. 
Inhalants, like foods, deserve the same con- 
sideration. 


DISCUSSION (Abstract) 


Dr. Nelson Zivitz, Miami, Fla—Coexisting allergic 
sinusitis and rhinitis invariably share common allergens. 
The purely allergic case requires the thorough and 
intensive work-up that Dr. Glover suggested; the purely 
infectious case demands competent nose and throat care. 
The really troublesome cases are those in which infec- 
tion and allergy are combined. It would seem logical 
that allergy would be the first insult and that a failing 
immunological mechanism permits infection to occur. 
However, it makes little difference which is primary 
since intensive therapy is necessary for both and co- 
operation between the allergist and the nose and throat 
man is necessary. Treatment with vaccine will fail and 
will often cause focal reactions without adequate surgi- 
cal drainage. 

Additional etiologic factors which may present them- 
selves in cases of this type are: menopausal syndromes, 
the hypothyroid state, and dental infections. At least 
these patients are not helped until these secondary 
factors are controlled. Also the condition of nasal 
psychoneurosis must be differentiated and it is not 
uncommon. 

Subsequent to the establishment of sinusitis another 
problem presents itself in these patients which I think 
is greater than the allergy or the infection. A non- 
specific type of sensitization occurs to physical factors 
such as weather changes and non-specific irritants like 
vapors, paint, and smoke. This complication is certainly 
another indication for the need of early and combined 
intensive treatment. 

Dr. Glover discussed the important allergens that 
usually explain these cases but he did not mention a 
group that is important but also, fortunately, unusual. 
The non-wind-borne pollens and essential oils of cer- 
tain weeds and plants constitute a problem in Miami 
and probably other areas as well. 


The discussion of the adenoid tissue and the lymphoid 
rests in the posterior pharynx is most important. The 
size of these masses fluctuates and may well be missed 
in a quiescent stage of infection. They should be re- 
moved surgically, often without tonsillectomy, and, if 
necessary, followed with radium after the method of 
Crowe. This method is of great value for inaccessible 
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or recurrent lymphoid tissue. One of our nose and 
throat men in this community does a posterior rhin- 
oscopy about six weeks after an adenoidectomy and 
uses radium on any lymphoid tissue he has missed. 
This procedure is particularly important in allergic and 
pre-allergic children. 


Dr. Glover (closing) —I have nothing to add except 
that from infections in the nasopharyngeal region I 
think much of our rheumatoid arthritis arises. If careful 
nasopharyngoscopic study and proper care of this area 
were given serious consideration, these cases would prob- 
ably be much more easily handled in the early stage of 
their development. 





THE MANAGEMENT OF CONCOMITANT 
CONVERGENT STRABISMUS* 


By Frank D. CosTENBADER, M.D. 
Washington, D. C. 


Introduction—A discussion of the manage- 
ment of any condition presupposes a knowl- 
edge of the factors and physiology underlying it. 
I shall therefore discuss the physiology, suggest 
a Clinical classification, and then comment on the 
management of concomitant convergent strabis- 
mus. It is not possible to include in this paper 
the relationships between convergent and diverg- 
ent strabismus, or the influence of non-comitance 
or cyclovertical deviations on esotropia. It should 
be recognized, however, that a paretic element is 
present in many so-called comitant squints. 


PHYSIOLOGY OF COMITANT ESOTROPIA 


A simplified concept of the convergence mech- 
anism, as it is operative in convergent strabis- 
mus, may be suggested, as follows: 

In the normal stable individual, convergence 
is directly proportional to the accommodative 
effort exerted or expended. If an excessive hyper- 
opia, or a weakened accommodation mechanism 
is present, excessive accommodative effort is 
necessary, and excessive convergence results. 
But in some individuals seemingly unexplained 
convergence takes place either unassociated with 
or poorly associated with accommodation. To 
explain this, we may assume a subcortical con- 
vergence center, probably in the region of the 
superior colliculi, which is constantly bombarded 





*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Second Annual Meeting, 
Miami, Florida, October 25-28, 1948 
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by stimuli which, unless suppressed, would cause 
a constant and exaggerated convergent position 
of the eyes. A hypothetical cortical area or 
areas must then act to inhibit the constant over- 
activity of the convergence center in order to 
maintain binocular alignment. This inhibitory 
action of the cortex is reduced when the patient 
is inebriate, suffering from anoxia, or under light 
anesthesia, and it is unstable in the nervously 
and emotionally unstable individual. Thus when 
anoxia occurs, or alcohol is consumed, a more 
convergent position of the eyes takes place, 
because the inhibiting action of the cortex is 
suppressed, and the subcortical convergence is 
released. The same is true in the early stages 
of anesthesia (“excitement” stage), just after 
conscious controls are released. The nervously 
tense or emotionally unstable individual will 
have unpredictable convergence, possibly because 
the cortical inhibitions directed at the converg- 
ence center are unstable or inadequate. 


It must be recalled that excessive accommoda- 
tive effort made necessary by an excessive hyper- 
opia or weakened accommodation mechanism, 
will cause an anticipated excessive convergence 
if the cortical inhibitions are operative, but will 
cause unexpectedly excessive convergence when 
cortical inhibitions are suppressed by nervous 
instability or other factors. If, however, an indi- 
vidual is placed under deep anesthesia, not only 
the cortical inhibition, but also the subcortical 


Mioeme 


we ee ere eree Sreck iiGamanT 


‘ 
' 
' 
' 
‘ 
‘ 







<== TEAM RECTUS 
mvsee 


eoeee ene - Otveamo>ron 
Nee 


-- --Deveomeren 
MvCeaws 





Fig. 1 
Convergence mechanism (modified from Adler). 
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convergence center is suppressed, removing all 
convergence, and allowing the eyes to relax to 
straight or divergent (“position of rest”) unless 
anatomical factors make this impossible. This 
straight or divergent position, under general 
anesthetic, of otherwise esotropic eyes, is very 
frequently observed. The entire procedure is 
made more stable by the fusion faculty, or 
binocular alignment is made more difficult or 
impossible by anatomical factors, such as paraly- 
sis of muscles, secondary contractures, abnormal 
muscle insertions, fibrosis of muscles, and so on. 


Thus it becomes apparent that “abnormal” 
convergence innervations cause misalignment, 
abnormal anatomy makes alignment difficult or 
impossible, while a strong fusion faculty helps 
to maintain ocular alignment. 


CLINICAL CLASSIFICATION AND MANAGEMENT 
OF CONVERGENT STRABISMUS 

Having suggested a background for esotropia, 
the classification becomes more natural and the 
treatment easier to anticipate. Let us recall the 
objectives of treatment. Agreeing with Chavasse, 
we should, first, regain and maintain vision in 
each eye from early childhood, and second, re- 
gain binocular alignment as early in infancy and 
childhood as possible, and maintain it there- 
after. I agree with Chavasse who states that if 
vision is adequate in each eye and binocular 
alignment is maintained during the first six years 
of life, fusion will develop spontaneously, and 
need not be “restored” later. The third objec- 
tive in treatment is directed toward those cases 
which develop insecure fusion, poor ampli- 
tudes, or inability to convert their binocular 
skills to binocular habits. The most common 
term for the treatment leading to this objective 
is “orthoptics.”” The foregoing discussion of the 
convergence mechanism suggests a clinical di- 
vision of esotropia as follows: 


Note that in the classification and discussion, 
the types of esotropia range from the “refrac- 
tional accommodative” in which the accommoda- 
tion-convergence relationship is normal, through 
other classes in which the convergence is de- 
creasingly proportional to the accommodation, 
finally arriving at the “mechanical non-accom- 
modative” type in which the relationship is 
completely missing. 

It is not unusual to find one type being 
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Alignment (in prism diopters) 
COMITANT ESOTROPIA 20 feet 13 inches Under Age of 
sc cc sc cc add Anesthetic Refraction Onset Remarks 
+3.00 (years) 
ACCOMMODATIVE +4.00 Sph 1-6 yrs. 
(a) Refractional ........ 30 0 30 0 0 +4.00 Sph (2-9) 
(b) Hypo- +2.00 Sph 1-6 yrs. remote punctum 
accommodative ... 0-20 0 0-50 0-40 0 0 +2.00 Sph proximum 
(c) Hyperkinetic +1.50 Sph 0-6 yrs. fidgety, hyper- 
een 0-30 0-20 0-70 0-60 0-20 0 +1.50 Sph (2-2) active child 
NON-ACCOMODATIVE rapid onset, 
(a) Tonic— +1.50 Sph 2-6 yrs. good fusion, 
later onset-_.... 40 40 50 50 50 0 +1.50 Sph (2-9) good prognosis 
(b) Tonic— +1.50 Sph 
congenital _...... 60 60 70 70 70 0 +1.50 Sph 0-% yr. 
+1.50 Sph 0-2 yrs. muscles or adnexa 
(c) Mechanical -... 50 50 60 60 60 40 +1.50 Sph (8 mos.) at fault 
Table 1 


transformed to another type during the period 
of observation and treatment. 

(A) Accommodative Esotropia (1) Refrac- 
tional Type.—This esotropia has a definite onset 
between the ages of one and six years (average 
3 years) and is frequently associated with con- 
fusion or diplopia at first. The strabismus 
measures 10 to 40 prism diopters at 20 feet and 
13 inches, but orthophoria or esophoria is present 
when the refractive correction is worn. The 
hyperopic error usually measures 2 to 6 diopters 
(average 4). 








Accommodative Esotropia, Refractional Type 





Characteristics 


(1) onset 1 to 6 years 
(2) hyperopia=2 to 6 di- 


Management 


(1) full hyperopic correc- 
tion — reduce as gets 


opters older 

(3) ET & ET’sc—=10-40 (2) occlusion for ambly- 
P.d. opia 
ET & ET’cc—0 (3) “dissociation” of con- 


(4) variable amblyopia vergence and accom- 
modation, after the 


age of 6 to 8 years 








Table 2 


This individual has an esotropia only be- 
cause excessive hyperopia makes excessive ac- 
commodation necessary. His subcortical con- 
vergence center is not overacting, and is held 
well under control by stable cortical inhibitions. 

Therefore the problem is simply to give the 
full hyperopic correction in order to restore this 
patient to orthophoria or esophoria. Constant 
patching of the “good” eye should be carried 


out to cure the amblyopia, if present, and when 
the patient has reached the age of seven or 
eight, the dissociation of accommodation and 
convergence should be done. If successful, this 
will allow the hyperope of less than four diopters 
to remove the glasses, see clearly, and still keep 
the eyes straight. 


(2) Hypo-accommodative Type. — This eso- 
tropia has an onset at one to six years and a 
more moderate hyperopia is present (usually one 
to four diopters) than in the “refractional 
accommodative.” The esotropia is the result of 
excessively stimulating a weakened accommoda- 
tion mechanism, thereby causing an overcon- 
vergence which is particularly apparent when 
reading at 13 inches even when wearing a full 
hyperopic correction. As might be expected in 
this “juvenile presbyope,”’ whose punctum prox- 
imum is remote, the addition of a +3.00 sphere 
for reading makes excessive accommodation un- 
necessary, and results in orthophoria. 

The problem in these cases is to correct, not 
only the refractive error for distance, but to 








Accommodative Esotropia, Hypo-accommodative Type 





Characteristics 


(1) onset 1 to 6 years 
(2) hyperopia=1 to 4 di- 


Management 


(1) bifocals (add +1.50 to 
+3.00 sphere) 








opters (2) passage of time helps 
(3) punctum proximum, (3) fusion and dissociation 
remote exercises questionably 
(4) ET’ even with dis- helpful 
tance correction; re- 
lieved by +3.00 “add” 
Table 3 
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give an additional correction for near (bifocals) , 
in order to give binocular single vision at both 
distances. Some of these patients would seem 
to regain some of their accommodation as they 
get older and maintain binocular vision without 
bifocals. Others continue to need that additional 
correction indefinitely. The building up of gen- 
eral health, the taking of tonics, and attempts 
at cure with fusion and dissociation exercises 
should be tried but have not been too helpful 
in our hands. 

(3) Hyperkinetic (“Spastic”) Type. — This 
esotropia comes on at any time from birth to 
six years of age, and usually in the “nervous,” 
fidgety, emotionally unstable child. The hyper- 
opia ranges from one-half to four diopters, 
averaging about 1.5 diopters. The principal 
characteristic of the hyperkinetic esotrope is the 
marked and frequently unpredictable converg- 
ence which is out of proportion to the amount 
of accommodation made necessary by the hyper- 
opia or the position of the object of regard. 
Typical measurements would be orthophoria 
when not accommodating at 20 feet and 13 
inches, but esotropia up to 30 or 40 prism di- 
opters at 20 feet and up to 60 or 70 prism 
diopters at 13 inches when accommodating. One 
interesting fact is that mild spasmodic con- 
vergence will take place when reading at 13 
inches even when the hyperopia is fully cor- 
rected and a +3.00 “add” is worn. This sug- 
gests that even minimal accommodative effort 
excites an exaggerated convergence response. A 
reasonable explanation of this type of esotropia 
is that the cortical inhibition of the convergence 
center is weak or unstable, allowing the con- 
vergence center to “run wild’ even when mod- 
erately stimulated. 
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In treating this type, bifocals should be worn 
from the age of accurate diagnosis until after 
the age of 6 years and possibly until the 
“teens.” Fortunately many of these hyperki- 
netic accommodatives would seem to normalize 
during the early teens with a minimum of help 
from the oculist, if good vision and fusion have 
been allowed to develop during the first several 
years of life. 


Attempts at sedation (because of hyperac- 
tivity) have not been helpful in our hands. The 
more intensive the treatment, the worse the pa- 
tient responds. Our best results have been with 
the use of bifocals, plus a well regulated daily 
life, a minimum of extracurricular activities 
(recall that these children are “into every- 
thing’), and the help that nature eventually 
gives by allowing the nervous system to mature. 


Surgery is an aid but must be used with cau- 
tion. The recession of one or both medial recti 
will help the patient to progress more rapidly, 
but conservatism must prevail or postoperative 
divergence will occur. Also the parents must be 
urged not to expect stable eyes after surgery, 
for such instability as occurs in these cases can- 
not be completely eliminated, only minimized, 
by surgery. 


(B) Non-Accommodative Esotropia. (1) 
Tonic Type, Later Onset.— This esotropia is 
similar to the congenital in findings except that 
onset is sudden between the ages of two and 
six years, diplopia and confusion are commonly 
complained of, and the deviation rapidly builds 
up to 50 to 70 prism diopters. The refractive 
error is not significant and correction of refrac- 
tion does not influence the strabismus. How- 
ever, deep anesthesia eliminates the convergence. 








Accommodative Esotropia, Hyperkinetic (Spastic) Type 


Non-accommodative Esotropia, Tonic Type, Later Onset 





Characteristics Management 
(1) carefully regulated life 


and habits, restrict ex- 


(1) onset O to 6 years 
(2) fidgety, unstable child 


(3) hyperopia=% to 4 citement 
diopters (2) bifocals until 6 to 12 
(4) extreme, variable ET years (nature im- 


on moderate or slight 
accommodation (3 
(5) N P C—very near 


proves during teens) 
conservative recession 
of one or both medial 
recti 


~ 


Characteristics Management 
(1) onset 2 to 6 years (1) recession—both medial 
(2) rapidly increasing con- recti 


stant (2) glasses for post-opera- 
ET & ET’—not influ- tive esophoria 
enced by gl. (3) fusion and amplitude 
(3) No ET under anes- exercises 
thetic 
(4) hyperopia=1 to 3 di- 
opters 








Table 4 


Table 5 
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This type of esotropia has a “modus operandi” 
similar to the “congenital tonic’ (see below). 
The child usually is a bright, intense, hyper- 
active individual. His cortical inhibitions are in- 
adequate, so his subcortical convergence mechan- 
ism is almost constantly overacting. Toxic upset 
of the inhibitory cortical areas might be ex- 
pected as an explanation (as following acute 
contagious disease, drugs, and so on) but this 
has not yet been proven. 


(2) Tonic Type, Congenital.—This esotropia 
is present at birth or within the first 6 months 
of life and is characterized by a large (60 to 70 
prism diopters) esotropia at 20 feet and 13 
inches which is not influenced by correction of 
the hyperopia (usually not over one-half to two 
diopters) nor by a +3.00 “add.” The parents 
may state that occasionally the eyes appear 
straighter, and the oculist may rarely see them 
straight, but these occasions have no reference 
to use of the eyes or the state of the health or 
emotions. The diagnostic point of greatest 
interest is that when examined under anesthetic 
these very esotropic eyes have become straight 
or nearly so. 








Non-accommodative Esotropia, Tonic Type, Congenital 





Characteristics Management 

(1) onset 0 to 6 months (1) recession, both medial 
2) large ET & ET’ not recti 

influenced by glasses (2) glasses if postoperative 
(3) no ET under anes- esophoria 

thetic (3) further surgery if post- 
(4) hyperopia 4% to 3 operative esotropia 

diopters 








Table 6 


A reasonable explanation for this type of eso- 
tropia is that the cortical inhibitory areas have 
failed to develop normally, or have been dam- 
aged during fetal development or at birth, allow- 
ing the convergence center uncontrolled activity 
and the resulting constant convergence. How- 
ever, during deep anesthesia the convergence 
center is suppressed, allowing the eyes to relax 
toward their “position of rest.” At operation 
the medial recti are at times tense, but not gross- 
ly hypertrophied, nor are the lateral recti paretic 
or grossly underdeveloped. 


The treatment of these cases (both congenital 
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and those of later onset) is the recession of both 
medial recti as soon as it is evident that the 
constant convergence is no longer increasing in 
amount and that glasses are not helping. It 
must be remembered that in these types, the eyes 
relax to straight under anesthetic, even though 
very convergent before, and the surgery must be 
carried through as originally planned. In the 
congenital cases of this type we operate at the 
age of 12 to 18 months with much better results 
than when surgery is delayed. Recall that in 
attempting a “functional” cure, alignment and 
the opportunity for binocular vision must be 
given as early as possible and maintained. The 
same surgery (recession of both medial recti) 
should be performed on cases of later onset, 
recalling that these cases give us our most grati- 
fying results. Because their onset is later (after 
the age of 2) binocular vision has an early 
chance to establish itself and the desire for 
binocular vision remains. Surgery to realign the 
eyes allows binocular vision to reassert itself and 
“cures” to take place. Following surgery, glasses 
may be used if an esophoria or esotropia re- 
mains. When of sufficient age (6 to 7 years in 
our office) binocular exercises are given to im- 
prove fusion and amplitude. 


(3) Mechanical Type.—This esotropia strong- 
ly resembles the “congenital non-accommoda- 
tive” type in that the onset is early (birth to 
two years), and there is a large constant eso- 
tropia present. The refractive error is not sig- 
nificant. The important differential point is that 
the eyes are still convergent under anesthetic. 








Non-accommodative Esotropia, Mechanical Type 





Characteristics Management 
(1) onset 0 to 2 years (1) occlusion for ambly- 
(2) hyperopia=1 to 3 di- opia 
opters (2) surgery, recession, re- 


(3) ET & ET’ not influ- 
enced by glasses or by 
anesthesia 

(4) frequent amblyopia 


section or both 











Table 7 


It is suspected but not yet proven that con- 
genital pareses of the lateral recti, congenital 
abnormal insertions of muscles or fascia, or sec- 
ondary changes in muscle structure must explain 
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this type of esotropia. The continued presence 
of esotropia when activity of the convergence 
machinery has been eliminated (?) by deep 
anesthesia suggests an anatomical explanation. 


Onset in the mechanical type is early, and 
since many of these are monocular, amblyopia 
must be looked for and treated by patching. 
Glasses are seldom helpful. Surgery should be 
performed early (either recession of the medial 
recti, or recession of one medial rectus with 
resection of its antagonist) but in our experi- 
ence “functional cure” is not obtained too often 
and we must be satisfied with a “cosmetic cure.” 
In any event improved appearance and the main- 
tenance of vision in each eye is most worthwhile. 


It should not be inferred that all cases of 
convergent strabismus fall into one of the above 
groups. There are many combinations, and 
intermediate stages. The most common combi- 
nation of types is a moderate tonic non-accom- 
modative esotropia combined with either a re- 
fractional or spastic accommodative element. 
Thus we have a constant moderate esotropia 
which is not eliminated by correction of refrac- 
tion, but is eliminated by anesthesia, combined 
with an element which glasses or bifocals will 
control. 


Two types of convergent strabismus have 
not been considered. Esotropia associated 
with congenital myopia behaves like the con- 
genital tonic non-accommodative esotropia. 
“Blind-spot esotropia” (Swan) is not a sepa- 
rate class but rather an additional factor super- 
imposed on known classes. That is, the abnormal 
association of the blind spot in the squinting eye 
with the fovea of the non-squinting eye, serves 
to hold the “relaxed” alignment in this posi- 
tion (that is, esotropic 18-35 diopters) rather 
than allowing it to restore to orthophoria. 


SUMMARY AND CONCLUSIONS 


A classification of esotropia has been presented 
based on hypothetical physiology of the con- 
vergence mechanism. These classes range from 
the “refractional” accommodative type (in which 
the esotropia is directly proportional to the 
accommodation required), through the “spastic” 
accommodative types (in which the esotropia 
is more than would be expected for the accom- 
modation needed), through the “tonic” non- 
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accommodative types (in which the esotropia 
seems unrelated to accommodation but is relieved 
by general anesthesia) , to the “mechanical” non- 
accommodative type (in which the esotropia is 
constant, and presumably due to anatomical 
factors). 


The management of these classes of esotropia 
is obvious when considered in light of the physi- 
ology discussed, and the characteristics of each 
class. 
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DISCUSSION (Abstract) 


Dr. Karl Benkwith, Montgomery, Ala—I have fol- 
lowed some of Dr. Costenbader’s successful cases in 
children of military personnel transferred to our Max- 
well Field and Air University. What has been pre- 
sented is a practical working formula for the manage- 
ment of concomitant convergent strabismus. 

I am entirely in accord with the concept that to treat 
concomitant convergent strabismus intelligently one has 
to accept a classification of the many types of this con- 
dition which are contingent upon the physiology of 
comitant esotropia. The recent writings of Dr. Francis 
Heed Adler have shown the close interrelation of cor- 
tical inhibitory areas, sub-cortical convergence center 
and accommodations; all to be deliberated in the solution 
of this problem. 

One may find it difficult to break away from the 
influence of considering all non-accommodating comi- 
tant esotropias as either monocular or alternating squints. 
This is still a useful classification as has been shown by 
Dr. Dunnington in his surgical attack upon these cases. 
Dr. Dunnington told us at the Academy that he likes 
to think of alternating comitant esotropias as falling into 
three groups. 

(1) Indiscriminate fixation. 

(2) Homonymous fixation, in which the right eye 
fixes in the right field of fixation, fixing on the same 
side. 

(3) Heteronymous fixation in which the right eye 
fixes in the left field of fixation, fixing on the opposite 
side. 

In homonymous fixation the patients have a spasm 
of convergence, and it becomes necessary to weaken 
Therefore he recesses the internal recti- 


convergence. 
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In heteronymous fixation there is no spasm of con- 
vergence: here he advises the shortening of the external 
recti. 


Duane, if he were present, would probably resent 
the failure to mention convergence excess, divergence 
insufficiency, and the combination of these two terms. 
Today we see less emphasis on the physical vergence 
findings and more on the psycho-physiological aspect. 
One more thought is to point out that there are frequent 
times when we should resort to the prescription of bi- 
focals in these patients. Dr. Costenbader has shown 
me through my follow-up observation of his patients 
how well the hypo-accommodative and hyperkinetic ac- 
commodative squints do. 


In this paper such obvious musts as the visual acuity 
problem, the orthoptic problem and the surgical prob- 
lem have been relegated to the level where their ap- 
plication and importance is secondary to a thorough 
understanding of the physiology and classification of 
comitant esotropias. We all have our pet ideas as to 
occlusion, type of operation, and so on. When to use 
this armamentarium has been demonstrated. 


Dr. Costenbader (closing) —The fixing eye is im- 
portant. In general, surgery should be done on the non- 
fixing eye unless binocular surgery seems wise, or un- 
less a mild paresis of the fixing eye is associated with 
no overaction in the non-fixing eye. Bifocals have long 
been considered a sign of advancing age. However, we 
have many small children (as young as two years) 
wearing them well and with much less complaint than 
we once had from adults. The spastic types of the 
accommodative squints are greatly helped by bifocals, 
and at the present time we are pleased to use bifocals 
as an adjunct in the treatment of squint, if their use is 
carefully qualified. 





KERATOSIS BLENNORRHAGICA* 


REPORT OF A CASE TREATED WITH PENICILLIN 
AND HYPERPYREXIA 


By C. D. Suretps, M.D.t 
and 
E. M. Smitu, M.D.* 
Washington, D. C. 


Keratosis blennorrhagica is regarded as a 
manifestation of a systemic invasion by the 
gonococcus. Keratosis blennorrhagica, keratosis 
blennorrhagica without gonorrhea and Reiter’s 





*Read in Section on Physical Medicine, Southern Medical 
Association, Forty-Second Annual Meeting, Miami, Florida, 
October 25-28, 1948. 

fLicutenant Colonel, Medical Corps, U. S. Army; Resident, 
Physical Medicine Service, Walter Reed General Hospital. 

tCoionel, Medical Corps, U. S. Army; Chief, Physical Medicine 
Service, Walter Reed General Hospital. 
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disease are discussed in the literature. These 
three conditions are usually characterized by 
arthritis, urethritis, conjunctivitis and skin 
lesions. The isolation of the gonococcus estab- 
lishes a diagnosis in the case of keratosis blennor- 
rhagica. When the gonococcus is not isolated 
some authors choose to term the condition either 
keratosis blennorrhagica without gonorrhea or 
Reiter’s disease. 

Comroe! says that keratosis blennorrhagica is 
seen in approximately three per cent of patients 
with gonorrheal arthritis. Satulusky? in 1945 
reviewed the literature and reported a case of 
keratosis blennorrhagica treated with penicillin. 
Lever and Crawford’ on the basis of their two 
cases of keratosis blennorrhagica without gonor- 
rhea and other such cases reported are of the 
opinion that lesions identical with those of kera- 
tosis blennorrhagica may occur in the absence 
of a gonococcic infection. They say: “The diag- 
nosis of Reiter’s disease has been suggested by 
some authors for lesions of this type.” Lever and 
Crawford cite reports by six authors of cases 
of keratosis blennorrhagica without gonorrhea 
in which the gonococcus could be excluded. 

Lowman and Boucek* have reported five cases 
of Reiter’s disease including two successfully 
treated with penicillin and hyperthermia. They 
reviewed the etiological possibilities including 
pleuropneumonia-like organisms (so-called L 
organisms) and concluded that the matter of 
etiology is far from settled. Harkness’ in 1945 
described excellently the cutaneous manifesta- 
tions of gonorrhea and reported twenty cases 
of keratosis blennorrhagica. He says in the 
course of his report: 


“Reiter’s disease is, in my opinion, a variety of non- 
gonococcal urethritis with metastatic complications. 
Gonococci are not, as some authorities suppose, lurking 
undetected in the background.” 


There are others, however, whose suspicions of 
the gonococcus in the gonorrheal syndrome with- 
out gonorrhea are not easily relieved. Lucas 
and Weiss® say that 


“Forty-seven cases in which the gonococcus could not 
be found in relationship to this syndrome have been 
reported in the literature since 1912. The syndrome 
parallels gonorrheal infection so closely that suspicion 
of the gonococcus is difficult to dispel.” 


The relationship that exists between gonorrheal 
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urethritis and nonspecific urethritis, whatever it 
may be, may well be the link that connects 
keratosis blennorrhagica, keratosis blennorrha- 
gica without gonorrhea and Reiter’s disease. 


The case reported here is believed to be kera- 
tosis blennorrhagica in which the gonococcus was 
not demonstrated. Recent work seems to show 
that fever therapy combined with chemotherapy 
produces reinforced effects. Bierman’ in a re- 
cent report on the status of fever therapy says: 


“The idea of combining drugs of proved therapeutic 
value with physically induced fever in the effort to 
increase the effectiveness of both agencies is a logical 
one. Whether the basis of these results is an increase 
of the intensity of a chemical reaction at a high tem- 
perature, the addition of a chemical effect to the 
thermal and humoral changes produced by fever or 
more subtle alterations in the body defense mechan- 
isms, the clinical results justify such a therapeutic com- 
bination.” 


It may simply mean better dissemination of the 
drug due to vascular dilatation and/or increased 
circulation. 

CASE REPORT 


A 27-year-old Puerto Rican soldier was admitted to 
an Army General Hospital on February 2, 1948, with 
painful swelling of the right ankle, urethral discharge 
and pain and redness of both eyes. The family history 
is non-contributory. He had malaria in 1948. He 
denied any previous history of urethral discharge. 

The onset of the present illness was on February 1, 
1948, at which time the patient noticed swelling, red- 
ness and pain in the right ankle along with a urethral 
discharge. The next day he noticed redness of both 
eyes and reported to sick call complaining of pain 
and swelling in his ankle. He was hospitalized with 
a provisional diagnosis of cellulitis of the right ankle 
and placed on the surgical service where penicillin 
therapy was immediately instituted. Physical examina- 
tion on admission revealed the patient to be acutely ill, 
with marked tenderness, swelling of the right ankle, 
and redness of both conjunctiva. There were a few 
small vesicles on the dorsum of the left foot. Upon 
physical examination two days after admission, the 
urethral discharge which the patient failed to mention 
was discovered. Urethral and conjunctival smears and 
cultures on this occasion and after the administration 
of 600,000 units of penicillin were found negative for 
the gonococcus. Penicillin was continued for another 
two days with no improvement, and was discontinued 
on Febraury 6 after a total of 1,400,000 units had 
been administered. 


The patient developed a pleural effusion with tem- 


SOUTHERN MEDICAL JOURNAL 





July 1949 


perature of 101° on February 9 and streptomycin was 
started, 1.5 grams daily in divided doses. X-ray of 
the chest revealed increased density of the right lower 
lobe. The red blood count and urinalysis were normal, 
The white blood count was 21,000 with 71 polymor- 
phonuclears, 23 lymphocytes and 4 per cent eosinophils. 
Sulfadiazine therapy was initiated but was discon- 
tinued after 24 hours when sulfadiazine crystals were 
found in the urine, and the patient had shown clinical 
improvement. The pleural effusion diminished and on 
February 16 streptomycin was discontinued. The pa- 
tient remained at this General Hospital until June 24, 
1948. During the remainder of his stay he became 
progressively worse. The joints of both knees, ankles, 
feet and hands became involved. He developed skin 
lesions which passed through vesicular, pustular and 
ulcerative stages beginning in the feet and gradually 
covering the entire body. These lesions finally became 
thickened and crusted. Marked loss of weight and mus- 
cular atrophy developed. Urethritis and conjunctivitis 
cleared. 

Penicillin therapy 1,200,000 units was given again 
in late February without benefit. The patient further 
received a high protein, high caloric diet with multi- 
vitamins, physical therapy and general supportive care. 


Repeated blood cultures, urethral smears and cultures 
were negative for gonococci or other organisms. Red 
counts and hemoglobin were repeatedly normal while 
the white count was always 15,000 to 25,000 with pre- 
dominance of polymorphonuclears. Urinalysis and the 
blood albumin-globulin ratio were always normal. 
X-rays of knee and ankle joints showed osteoporosis. 


The patient was transferred to another Army Gen- 
eral Hospital by air and admitted on June 29, 1948. 
Physical examination on admission revealed an acutely 
ill, markedly emaciated patient with temperature 99°, 
pulse 100, and respiratory rate 22. Face, abdomen, back 
and extremities showed numerous thickened, pustular 
crusted lesions. There was marked flexion deformity 
of the ankle, knee, elbow, and wrist joints. The 
cervical spine was stiff and motion of any involved 
joints caused severe pain. There was no urethral dis- 
charge. Ankles, feet, fingers, and toes were markedly 
swollen and the nails were absent. 

The white blood count on admission was 19,500 with 
56 polymorphonuclears, 22 lymphocytes and 15 per cent 
eosinophils. Urinalysis showed many bacteria, 2-3 white 
blood cells and an occasional red cell per high power 
field. Blood culture was negative. 

Systemic investigations were not revealing and while 
the patient was debilitated he was not considered too 
poor a risk for fever therapy. The patient was not, 
however, too cooperative in the cabinet. Because of 
this and his general condition, duration of fever ses- 
sions was comparatively short. He was given 300,000 
units of penicillin (P.O.B.) previous to each fever ses- 
sion. 
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Fever was administered as follows: 


Duration 
Hrs. Min. Max. Rectal Temp. 
July 8 a 0 104.4 
July 13 i a 104.8 
July 15 2 2 104.6 
July 20 3,20 105 
July 22 3 15 105 
July 27 3 104.6 
July 30 : = 104.8 


Improvement in condition of the patient was noted 
after the first few treatments. Shortly after the last 
treatment all skin lesions had disappeared. On July 19 
the white blood count was 8,600 with 73 per cent poly- 
morphonuclears, 24 lymphocytes, 2 monocytes and 1 
eosinophil. When fever therapy was completed, an 
intensive program of local heat and active motion 
to all affected joints was undertaken. X-ray of spine, 
knees, ankles, hands and feet September 7 revealed 
marked osteoporosis but no changes in the joints them- 
selves were evident. The patient is now walking and 
complete recovery is anticipated. 


SUMMARY 


Keratosis blennorrhagica is a condition usually 
characterized by arthritis, urethritis, conjuncti- 
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vitis and skin lesions. It is caused by the gono- 
coccus. Keratosis blennorrhagica without gonor- 
rhea or Reiter’s disease is the name ascribed 
to a similar condition when it is not possible to 
isolate the gonococcus. A case of keratosis blen- 
norrhagica in which the gonococcus was not dem- 
onstrated and which responded to penicillin and 
fever therapy has been reported.* 
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*A paper reporting this same case has been submitted to the 
Journal of the Puerto Rico Medical Association for publication. 
The authors are Emmett L. Kehoe, Lt. Col., M. C., and Edgardo 
Yordan, Capt., M. C. 
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THE SOUTH TAKES ATLANTIC CITY 


It is pleasing but not surprising that the two 
chief honors of the American Medical Associa- 
tion for this year should be awarded to two 
men below the Mason-Dixon line, Dr. Elmer L. 
Henderson of Louisville, Kentucky, and Dr. 
Seale Harris of Birmingham, Alabama. 


Dr. ELMER L. HENDERSON 


Elmer L. Henderson was chosen unanimously 
by the House of Delegates as President-Elect 
of the American Medical Association at its 
June meeting in Atlantic City. Dr. Henderson 
is a diplomate of the American Board of Surgery 
and one of the South’s outstanding surgeons. 
He has been active in the Southern Medical 
Association for many years, has been Chairman 
of its Section on Surgery, member of its Council 
representing Kentucky for the constitutional 
limit, was its president in 1947 and is one of its 
best known members. He has been president 
of his local and state societies and has been 
honored by other medical and surgical organi- 
zations. 


He has been Chairman of the Board of Trus- 
tees of the American Medical Association since 


SOUTHERN MEDICAL JOURNAL 





July 1949 


1947, completing this year the constitutional 
limit of ten years as a member of the Board. 
During the years since World War II he has 
been deeply interested in the World Medical 
Association of which he is Chairman of the 
United States Committee. He has traveled ex- 
tensively in foreign countries, studying the cus- 
toms of medical practice abroad: in middle 
Europe, Japan, South America, Spain and else- 
where. He was one of a committee which went 
to Japan soon after its surrender to advise upon 
the medical reorganization of that country. He 
has given a very large amount of his time in 
recent years to study of medical organization, 
education, and practice throughout the world. 


It is not surprising to any of his friends that 
his leadership should have carried him to the 
position of president-elect of the world’s largest 
and most influential medical organization. His 
honors have not made him egotistical, and his 
personality has remained gracious and unassum- 
ing throughout his career. 


Dr. SEALE HARRIS 


Seale Harris was the recipient of the Distin- 
guished Service Medal of the American Medical 
Association at the June meeting. A grand young 
man, and one who is better known than any 
other physician to members of the Southern 
Medical Association, is Dr. Harris. The medal 
which was presented to him in Atlantic City 
was first awarded in 1938 in recognition of 
distinguished service “in the science and art of 
medicine.” Its ten other recipients are among 
the most widely recognized contributors of this 
century to clinical progress in America. 

Seale Harris is best known for his valuable 
contributions to the understanding of diabetes, 
to its opposite condition, hyperinsulinism, and 
to the general conceptions of the science of 
endocrinology. 


He has been one of the most active workers 
for the Southern Medical Association since he 
became its secretary and editor of its journal 
in 1911, when three small struggling publications 
were combined. From a very small beginning his 
policies advanced its membership and its im- 
portance in the Southern states so that it was a 
thriving association on a solid financial basis 
when he resigned the secretary-editorship in 1921 
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and was elected president. He has kept its 
interests at heart throughout his period of clin- 
ical practice. Since 1907 he has missed only 
two meetings. 


The company that he keeps in this award, the 


ten others who have enjoyed the same scientific 


honor, in their medical contributions provide a 
synopsis of many of the high points of medical 
learning of this century. The recipients have 
been: first, Rudolph Matas of New Orleans, 
great vascular surgeon; James Bryan Herrick 
of Chicago, distinguished physician and hema- 
tologist responsible for the first description of 
sickle cell anemia; Chevalier Jackson of Phila- 
delphia, pioneer bronchoscopist; James Ewing 
of New York, classical authority upon neoplastic 
disease; Ludvig Hektoen of Chicago, celebrated 
pathologist and immunologist; Elliott P. Joslin 
of Boston, beloved student of the therapy of dia- 
betes; George Dock of Pasadena, well-known 
teacher and investigator of the human digestive 
processes; George R. Minot of Boston, who first 
used liver in the therapy of pernicious anemia; 
Anton J. Carlson of Chicago, inspiring teacher 
of physiology; Henry A. Christian of Harvard, 
well-known internist; and Isaac Arthur Abt of 
Chicago, pediatrician, and author and editor of 
widely used pediatric textbooks. 


All these physicians mentioned, beginning with 
Elmer Henderson, make a remarkable group of 
good and able men whose lives and work can 
well be studied and emulated by the coming 
generation of medical students. They will help 
to keep high the admiration and affection of the 
general public for its physicians. 


Mrs. ArtHUR A. HEROLD 


By no means the least of the bearers of honors 
from the Atlantic City meeting is Mrs. Arthur 
A. Herold of Shreveport, Louisiana, modest and 
talented President-Elect of the Woman’s Auxil- 
iary to the American Medical Association. Her 
husband, Dr. Herold, has been an active mem- 
ber.of the Southern Medical Association for 
many years, having represented Louisiana on its 
Council for the constitutional limit. Mrs. Herold 
has long been popular among gatherings of 
Southern women, and has been president of the 
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Woman’s Auxiliary to the Southern Medical 
Association, whose members take particular 
pride in her elevation to the highest national 
honor for wives of physicians. 





EXHIBITS, MOVIES, AND TELEVISION 
AT THE A.M.A. MEETING 


A superb educational instrument is the mo- 
tion picture. The production of scientific movies 
should by all rights become a booming industry 
in the next decade. What a man sees with his 
eye impresses him more than many paragraphs 
of beautifully chosen words, and one feels that 
the visual image is likely to be better retained. 
The motion picture and television may, in the 
not too distant future, supplant many classroom 
lectures for undergraduate and postgraduate 
teaching. 

One of the most popular motion picture dem- 
onstrations of the American Medical convention 
in June was that of the much publicized work 
of Hench and his associates at the Mayo Clinic 
upon rheumatoid arthritis, in which badly crip- 
pled patients were shown before and after treat- 
ment with compound E, an adrenal cortical 
extract. Dr. Hench begged that no physician 
write either to him, to the Mayo Clinic, or to 
the manufacturer to ask for the product, and 
that no patients be sent to the Mayo Clinic for 
this therapy within the next year, since the 
effective substance is unobtainable. It is be- 
lieved that eventually it will be produced in 
quantity and at a price which does not sound 
like a department of the United States budget. 
Many other good scientific movies were shown 
in Atlantic City. 

The first television pictures in color which 
have been broadcast in America were those 
televised from the Atlantic City Hospital to the 
convention hall for the A.M.A. meeting. Medi- 
cal and surgical clinics were conducted by mem- 
bers of the faculty of the University of Penn- 
sylvania, and were enthusiastically attended by 
large numbers of persons. By means of color 
television an operation, a delivery, and many 
medical signs and symptoms may be demon- 
strated more clearly than in a clinic or with 
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the student in the operating room beside the 
patient. The longest queues of the meeting, 
lines of men and women many dozen times 
longer than those before the free cosmetic and 
cigarette counters, waited admission at the door 
of the television screens. They left deeply im- 
pressed with what they had seen. 

Scientific exhibits occupied much of the time 
of the thirty-one thousand visitors to the con- 
vention. The gold medal for original investiga- 
tion went to Julius Lempert and Dorothy Wolff 
of New York for their exhibit on temporal bone 
surgery including the fenestra operation. The 
silver medal for research went to Wendell G. 
Scott, Sherwood Moore, Thomas Burford and 
Merl J. Carson of Washington University School 
of Medicine, St. Louis, for their exhibit upon 
angiography in the diagnosis of congenital heart 
disease. 

A gold medal for excellence of presentation 
was awarded the exhibit of Drs. C. A. Stevenson, 
R. D. Moreton, and E. E. Seedorf of the Scott 
and White Clinic, Temple, Texas, for their 
roentgen demonstration upon colon examination, 
particularly for obscure carcinoma. The silver 
medal for presentation went to Dr. A. A. Korn- 
zweig of New York, for his demonstration on 
pathology of the eye in old age. 

These were outstanding exhibits, as were the 
many others which received official commenda- 
tion, and many which did not. In the assign- 
ment of medals and certificates of merit, less 
attention or recognition seems to be paid than 
formerly to displays of original work or good 
presentation in the preclinical branches of medi- 
cine. The medical practitioner has great need 
to keep up with achievement in the basic sci- 
ences, and he has little opportunity for study of 
these subjects except among the exhibits. Dis- 
plays upon the fundamental sciences need the 
stimulus of public recognition in large medical 
gatherings. 

The great and varied scientific presentations 
of the June meeting of the American Medical 
Association show a postwar achievement in medi- 
cine which no other profession can equal, except 
possibly the physicists. Physicians may well sur- 
vey with pride the many modern conquests of 
disease. 
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ADRENAL DEFICIENCY 


A method sometimes employed in the diag- 
nosis of Addison’s disease of the adrenal glands 
is a potassium sensitivity test. The individual 
may be given potassium to the point of toler- 
ance; in Addison’s disease a crisis is usually 
brought on by high potassium feeding. Such a 
result is of course highly undesirable as a routine 
clinical test, the effects of which should never be 
distressing or dangerous to the patient. 

There is some doubt as to the specificity of 
potassium tolerance as a diagnostic measure in 
Addison’s disease.! However, a convenient means 
of measurement of the changes from normal of 
potassium metabolism should give valuable infor- 
mation and a lead to early therapy of a metabolic 
abnormality. Adrenalectomized animals are 
known to be killed by the administration of very 
small amounts of potassium salts.’ A simple 
method of estimation of the handling of this 
element, by the kidneys is suggested by the 
studies of Dorfman’ of Western Reserve Uni- 
versity upon the excretion of radioactive potas- 
sium salts by white rats. 

Animals from which the adrenals had been 
removed were given desoxycorticosterone, fol- 
lowed by subcutaneous injection of radioactive 
potassium chloride. The urine was then collected 
for six hours, and its concentration of radioactive 
potassium determined by the usual physical 
method, which is more rapid than a chemical 
estimation. When adequate quantities of potas- 
sium were administered with very small quanti- 
ties of the hormone, potassium excretion was 
markedly increased, suggesting that this hor- 
mone is very prompt, specific and efficient in its 
effects in ridding the body of potassium. 


Measurements of the speed of excretion of 
radioactive potassium, if employed clinically 
under standard conditions, should provide a 
simple rapid method of testing one of the func- 
tions of the adrenal cortex, and perhaps throw 
light upon its alteration in disease. The normal 
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limits of variation would of course have to be 
established, following which information of clin- 
ical diagnostic value could be gained with a 
minimum of effort. 


In fact, study of the rate of excretion of 
numerous mineral elements, using radioactive 
isotopes for the measurements, should be a con- 
siderable aid to endocrine diagnosis. The recent 
demonstration of the activity of a cortical 
product, compound E, in rheumatoid arthritis, 
suggests the value of study particularly of sodium 
and potassium excretion in the various stages 
and types of rheumatic disease, pending the 
availability of a potent therapeutic agent. Such 
studies might greatly facilitate the identification 
and differentiation of the arthritic syndromes, 
and throw light upon their etiology. 





TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1924 


Study of the Symptoms of Gastric Achylia.\—In the 
last 100 cases of achylia gastrica in my private practice 
* * * one is * * * impressed by the extreme age limits, 
21 to 74 years, and the greater frequency after the 
fourth decade. It is also interesting to note that 57 
per cent of the cases were females. * * * The symp- 
tom occurring in the greatest number of cases was loss 
of weight in 44 per cent * * * next * * * in 42 per 
cent, was malaise or loss of strength, varying from 
slight fatigue to marked asthenia. * * * 


A rather interesting symptom noted in 5 per cent of 
the cases was soreness of the tongue. In some there 
was a burning sensation involving merely the tip of 
the tongue or sometimes the entire edge; in other 
cases, there was a definite redness with soreness and 
burning. * * * In marked contrast to the experience 
of VanderHoof was the rarity of spinal cord symptoms 
in our cases. * * * In a recent article he reports cord 
involvement in about 22 per cent of his cases of achylia 
gastrica * * * combined sclerosis of the cord does not 
occur with unusual frequency in cases of simple achylia 
gastrica, and when it does occur the achylia is most 
likely associated with or is a symptom of pernicious 
anemia * * * in 21 per cent of the cases of the series 
absolute achylias existed in the absence of any single 
symptom that could have been referred to the gastro- 
intestinal tract. 


Tetany.2—This case was a breast fed baby * * * 14 
months old. * * * The day before the present illness 
the mother had given her a small amount of huckle- 


1. Fontaine, Bryce W.: A Study of the Symptoms of Achylia 
Gastrica. Sou. Med. J., 17:466, 1924. 

2. Conrad, Charles E.: Tetany in a Breast Fed Baby with a 
Decided Increase in Convulsions after Receiving Saline Hypodermo- 
clysis. Sou. Med. J., 17:477, 1924. 
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berry juice. * * * April 24 she had two convulsions. 
April 25 she had several severe convulsions. April 26 
and 27 she had a convulsion every ten to twenty min- 
utes. * * * Chvostek and Trousseau signs were both 
positive. * * * I made a diagnosis of tetany and pre- 
scribed calcium lactate. * * * The baby showed im- 
provement. * * * May 4 she was brought into the 
hospital in a very critical condition, showing se- 
vere dehydration. * * * I ordered a normal saline 
hypodermoclysis of 120 mils to be given at 10 
p.m. and repeated at 7 a.m. * * * one hour after 
* * * the first hypodermoclysis. * * * The baby began 
to have convulsions. * * * These continued through 
the night at intervals of one hour. After the second 
hypodermoclysis * * * at 7 a.m., she developed * * * 
a state of practically continuous convulsions. * * * Not 
being able to obtain any mother’s milk, I put her on 
cereals, orange juice and a weak dilution of Klim. 
* * * She continued to improve. * * * After being 
home for two weeks, the family physician had her 
put back on the breast * * * after * * * one week 
the baby began to show mild convulsions again. * * * 
I was called * * * again and put her back on calcium 
chlorid and Klim * * * the baby had no more trou- 
ble. * * * 

The convulsions which the baby had in the hospital 
were unquestionably due to the saline solution * * * 
and I feel the mother’s milk was at fault. 





Book Reviews 





Practice of Allergy. By Warren T. Vaughan, M.D., 
Richmond, Virginia. Revised by J. Harvey Black, 
M.D., Dallas, Texas. Second Edition. 1132 pages, with 
333 illustrations. St. Louis: The C. V. Musby Com- 
pany, 1948. Price $15.00. 

Ever since it first appeared in 1939, this book has 
been an outstanding work. Dr. Vaughan’s personal con- 
tributions to the study of allergy have been many and 
important and not the least of them was the produc- 
tion of this comprehensive book. 


To attempt a review in the allotted space would be 
like attempting a review of the whole field of allergy. 
No one was better fitted to write such a book than was 
Dr. Vaughan himself. 

At the time of his untimely and sudden death he had 
started a revision and the medical profession and the 
publishers were fortunate in securing the services of 
Dr. Black to finish the revision and this second edition. 


Comparison with the first edition shows extensive 
editing with removal of some outmoded material and 
additions of new. One does not know how much of 
this was done by Dr. Vaughan himself and how much 
by Dr. Black but the over-all effect is to strengthen 
and improve the work. 

The book is extensively illustrated by photographs 
made by Dr. Vaughan himself and by maps and draw- 
ings. 








630 


Synopsis of Allergy. By Harry L. Alexander, A.B., M.D., 
Professor of Clinical Medicine, Washington University 
School of Medicine, St. Louis; Editor of the Journal 
of Allergy. Second Edition. 255 pages, illustrated. 
St. Louis: The C. V. Mosby Company, 1947. Price 
$3.50. 

Dr. Alexander’s volume is surprisingly complete in 
view of its size. All discussions are short and to the 
point. There are few references. In this new 2nd Edi- 
tion there has been rewording of some paragraphs to 
clarify the meaning. Some outmoded material has been 
dropped. 

The book is naturally colored by the author’s per- 
sonal opinions. Being first a theorist, he is naturally 
irked by the time-consuming procedures of skin testing. 
He is among those who have made it popular to pro- 
claim that the skin tests are losing their value. 

This volume will be of more use to the physician 
who wishes a quick reference work with little detail. 
It is of limited value to practicing allergists. 





The Clinical Management of Varicose Veins. By David 
Woolfolk Barrow, M. D., Lexington, Ky. With a 
foreword by Arthur W. Allen, M.D. 155 pages, 
illustrated. New York: Paul B. Hoeber, Inc., 1948. 
Price $5.00. 

Dr. Barrow has written a valuable monograph which 
brings the physician and surgeon up to date on methods 
of proven value in the management of varicose veins 
and their complications. In presenting this subject he 
has drawn from his extensive experience and has 
reviewed the experiences of other surgeons in this field. 
The chapters dealing with the treatment of the long 
and short saphenous systems, the incompetent veins 
communicating between the deep and superficial venous 
systems and complications are particularly outstanding. 


The book is profusely illustrated. The comments 
by Dr. Robert R. Linton on the treatment of varicose 
eczema and postphlebitic ulceration add much to the 
value of this excellent treatise. 


The Fundamentals of Pulmonary Tuberculosis and Its 
Complications. For the student, the teacher, and the 
practicing physician. Sponsored by the American Col- 
lege of Chest Physicians. Editor, Edward W. Hayes, 
M.D., Chairman on Undergraduate Medical Education, 
American College of Physicians; Associate Professor of 
Tuberculosis, College of Medical Evangelists, Los An- 
geles, California. 470 pages, 182 illustrations. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1949. 
Price $9.50. 


The twenty-eight authors of different chapters repre- 
sent the authorities in the field of tuberculosis today. 
Most of the material has been prepared specifically for 
this volume, rather than having been taken directly 
from some previously published material. 

One of the most challenging statements is found in the 
chapters on surgical procedures, written by Drs. Wil- 
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son and Overholt: “almost all cases referred for such 
operations (thoracoplasty, et al.) are classical examples 
of failures either in early diagnosis, or in the treatment 
of early lesions.” Unfortunately, the validity of the 
statement cannot be questioned. 

The section by Dr. Herman E. Hilleboe on the Public 
Health Aspects of Tuberculosis Control presents clearly 
the facts that tuberculosis is more than a medical prob- 
lem; it is a socio-economic-educational and medical 
problem. 

Drs. Hinshaw and Feldman cover the field of strep. 
tomycin therapy adequately. They emphasize again 
that this antibiotic is only an adjunct to other meas- 
ures. The untoward reactions to the drug, and its abuse 
in improperly selected cases, and the matter of strepto- 
mycin-fast organisms are well covered. 


Detailed Atlas of the Head and Neck. By Raymond C. 
Truex, M.S., Ph.D., Associate Professor of Anatomy, 
College of Physicians and Surgeons, Columbia Uni- 
versity, and Carl E. Kellner, Artist, Department of 
Anatomy, College of Physicians and Surgeons, Colum- 
bia University. 162 pages, illustrated. New York: 
Oxford’ University Press, 1948. Price $15.00. 

Too rarely, in the course of reviewing medical publica- 
tions, does a reviewer happen upon a book not only of 
great medical value but also of great beauty and 
artistry. The study of Professor Truex and Mr. Kell- 
ner’s work was attended with personal pleasure, not only 
because of the detail and exactitude of the dissections, 
but more because of the beautiful and careful delinea- 
tion of anatomical structures by the artist. 


That it is complete and thorough goes without saying, 
and that it has a tremendous teaching value is also 
evident. The sectional methods of displaying the ana- 
tomical relationships of the complexities of head and 
neck anatomy causes the student to follow the topogra- 
phy and orientation of the more minute details. 





Psychiatry in General Practice. By Melvin W. Thorner, 
M.D., D.Sc., Assistant Professor of Neurology, The 
Graduate School of Medicine, University of Pennsyl- 
vania. 659 pages. Philadelphia, London: W. B. Saun- 
ders Company, 1948. 

Interpretation and transmission of knowledge gained 
from psychiatric experience is at best a most difficult 
job. Here is a book which is unsurpassed in accom- 
plishing its purpose of presenting the longitudinal view 
of clinical psychological medicine to the man who should 
use it the most, to wit, the general practitioner. 

The author repeatedly demonstrates the inseparable 
union of mind and body. He is ever aware of the 
constant interplay between the individual and his en- 
vironment and never forgets that the individual has a 
highly sensitive autonomic nervous system, a compli- 
cated endocrine system, and inherently endowed consti- 
tutional features. 

He discusses the various things that can happen to 
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the minds of people in dramatic terms and again in a 
language that demonstrates that psychiatry has no need 
for other than medical and everyday words. The fre- 
quent illustrative case histories illuminate to the point 
of over-simplicity at times, but are at all times well 
chosen and make absorbing reading. 


In an age in which the weight of the population is 
rapidly shifting to the upper age groups, the section 
on “Older People” is especially interesting. Perhaps in 
the interests of conservatism the author plays down the 
excellent results obtained with shock therapies in the 
depressions of this group. Otherwise, he presents a 
most realistic view of the forces at work in the aging 
process. 


There is no larger psychiatric group to which the 
general practitioner is exposed than the delirious and 
confused reaction types. The section on “Confused 
People” gives the practitioner an excellent opportunity 
for a keener insight into these often-times misdiagnosed 
and mishandled states. 


Critical Studies in Neurology. By F. M. R. Walshe, 
M.LD., F.R.S., London; Physician to University Col- 
lege Hospital. 256 pages. Baltimore: The Williams 
and Wilkins Company, 1948. Price $4.50. 


This volume is a collection of papers which appeared 
in Brain. The author undertakes a detailed analysis of 
the various theories of cutaneous sensibility. While 
admitting the great contribution made by Head to 
neurology he feels that Head’s generalizations from his 
observations are unsatisfactory and do not provide 
a theory of the afferent nervous system that can be 
accepted. He gives detailed arguments to support his 
contention that the conception of a protopathic nerv- 
ous system as outlined by Head and Rivers runs di- 
rectly counter to the general plan of biological proc- 
esses and invokes an abstract conception which takes no 
account of the behavior of living tissue. The author 
contends that the innervation and grouping of and 
also the multiple source of doubly innervated sensory 
end organs plus the different frequencies and sequences 
conducted provide much more complex sensory material 
for integration than Head postulated. 

Another section of the book is devoted to a critical 
analysis of the theories in regard to the giant cell of 
Betz, the motor cortex and the pyramidal tract. He 
concludes that motor functions of area four do not 
reside exclusively in the giant cells of Betz and feels 
that the division of function between area four and 
six is not one of strict correlation between function and 
cytoarchitectonics. He also feels that the accumu- 
lated evidence does not support Fulton’s differentiation 
of motor and premotor cortex with distinct physiologic 
differences. 

In regard to the mode of representation of movements 
in the motor cortex he holds that widespread fields of 
localization explain clinical and experimental phenomena 
More satisfactorily than the theory of punctate cortical 
localization. An essay on the theory of “discreet move- 
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ments” in willed motion and on the part the pyramidal 
tract plays in such movements is presented. 

The volume concludes with an essay discussing the 
evils of specialism in medicine and the tendency for the 
worker rapidly accumulating facts to be too busy to 
think about them. 

The book as a whole is an admirable exercise in the 
almost extinct field of criticism in medicine. The wis- 
dom of including long passages of German is question- 
able. The volume is not easy reading but will repay 
the efforts of all students of the nervous system. 


Oral Anatomy. By Harry Sicher, M.D., Professor of 
Anatomy and Histology, Loyola University School of 
Dentistry, Chicago College of Dental Surgery. 529 
pages, with 310 illustrations, 24 in color. St. Louis: 
The C. V. Mosby Company, 1949. Price $15.00. 


For many years the German text written by Julius 
Tandler and Harry Sicher was accepted by European 
medical and dental students, teachers, and practitioners 
as an invaluable reference text. Oral Anatomy by Sicher 
is based upon the original German text and, fittingly 
enough, is dedicated to the memory of Julius Tandler. 
It is the stated intention of the author that the book 
should not replace but rather supplement existing class- 
room texts in dental and human anatomy. The con- 
tents are presented in two parts. The first seven 
chapters are devoted to the descriptive anatomy of the 
head and neck and the remaining eight chapters present 
applied anatomy for dental and oral surgeons. The 
latter section of the text is particularly valuable and can 
easily be integrated into the instruction given in the 
clinical courses. 

The author has omitted reference to original papers 
and has not appended to the various chapters selected 
readings. Although this decision is defended in the 
preface, it is the opinion of the reviewer that the 
value of the book as a teaching text would have been 
enhanced if this convention had been observed. 





Emergencies in Medical Practice. Edited by C. Allan 
Birch, M.D., F.R.C.P., Physicians, Chase Farm Hos- 
pital, Enfield. 468 pages, with 113 illustrations, 8 in 
color. Baltimore: The Williams and Wilkins Com- 
pany, 1948. Price $7.00. 

This interesting book for one who does general medi- 
cine or general surgery adds nothing to the vast field 
of knowledge. It briefly discusses medical emergencies 
and how to deal with them. Much of it is similar to 
the American Red Cross “First Aid Text-Book.” Al- 
though the text attempts to cover too large a field, 
practically every emergency or near emergency, on land, 
sea and air, a tremendous array of sound practical 
knowledge and procedure is presented. The chapter 
on acute (nonsurgical) abdominal catastrophies is par- 
ticularly useful information for the surgeon. 

The book starts with “The Emergency Bag” and 
ends with ‘“‘Embalming.” 
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Dental Caries. Mechanism and Present Control Technics 
as Evaluated at the University of Michigan Workshop. 
Edited by Kenneth A. Easlick, A.M., D.D.S., Ann 
Arbor, Michigan, Professor of Dentistry (Dentistry 
for Children) in the School of Dentistry and Professor 
of Public Health Dentistry in the School of Public 
Health. 234 pages, illustrated. St. Louis: The C. V. 
Mosby Company, 1948. Price $5.00. 

During the last decade much progress has been made 
in understanding the etiology and control of dental 
caries. Unfortunately, premature and excessive claims 
have been made for a variety of therapeutic agents. 
As a result there has been considerable confusion in the 
minds of many dental and medical practitioners regard- 
ing the effectiveness of some of the newer control 
measures. Recognizing the need of clarification in the 
field, the W. K. Kellogg Foundation gave financial 
assistance to a conference sponsored jointly by the 
School of Public Health and the School of Dentistry 
of the University of Michigan in the summer of 1947. 
Nineteen persons presented prepared essays on various 
aspects of the caries problem. These papers were 
evaluated by six committees consisting of a chairman, 
secretary and technical assistants. The monograph pre- 
sents the original papers, the pertinent discussions and 
concludes with a twenty-page section devoted to evaluat- 
ing the reports. Obviously, this is required reading for 
all persons interested in understanding the present status 
of the dental caries problem. 
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AWARD IN ORTHOPAEDIC SURGERY 

National Council of the Kappa Delta Sorority has inaugurated 
an annual prize of $1,000 by the American Academy of Ortho- 
paedic Surgeons for the best research in orthopedic surgery 
performed during the year by an individual in the United States. 
The first award will be announced at the seventeenth annual 
meeting of the Academy in New York City, February 11, 1950. 
For further information write to Dr. Walter G. Stuck, 1426 
Nix Professional Building, San Antonio, Texas, Chairman of 
the Award Committee for 1949. 





RESEARCH FELLOWSHIPS—AMERICAN COLLEGE OF 
PHYSICIANS 
American College of Physicians announces that a limited 


number of Fellowships in Medicine will be available from July 1, 
1950, to June 30, 1951. Information and application forms will 
be supplied upon request to the American College of Physicians, 
4200 Pine Street, Philadelphia 4, Pennsylvania. 





ALABAMA 


Dr. Tom D. Spies, Director, Nutrition Clinic, Jefferson-Hillman 
Hospital, Birmingham, and Professor of Nutrition and Metabolism 
and Chairman of the Department, Northwestern University Medi- 
cal School, Chicago, received recently the annual Charles V. 
Chapin Memorial Award at the Rhode Island Medical Society 
meeting in Providence. The award was established in 1942 by 


the state society in honor of the late Dr. Chapin, a native of 
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Providence, who was one oi the foremost public health workers 
in the history of the country. 

Medical College of Alabama, Birmingham, had three out- 
Standing medical leaders to retire on June 3 because they had 
reached the age of retirement: Dr. James S. McLester, Professor 
of Medicine; Dr. J. M. Mason, Professor of Surgery: and Dr, 
Stuart Graves, Dean Emeritus and Director of Admissions. 

Birmingham Diabetes Society has been organized with Dr. 
Leon Smelo, President: Dr. Bert Weisel, Vice-President; and Dr, 
Marvin Woodall, Jr., Secretary-Treasurer. Executive Council: Dr, 
R. O. Russell, Dr. Edgar Givhan, Jr., Dr. Gordon Hankins, Dr, 
J. N. Mehaffey, Dr. T. K. Lewis, Dr. Greene Smith, Dr. L. K. 
Boggs and Dr. Seale Harris. The Society consists only of medical 
men, but lay memberships are open to the public and associate 
memberships to persons in fields allied to medicine. If sufficient 
number join the group, an independent non-professional diabetes 
group will be formed. 

Black Belt Post Graduate Assembly was organized recently 
at Marion by members of eleven Black Belt county medical 
societies, and the first assembly was held in Marion on May 
12 under the presidency of Dr. Arthur F. Wilkerson, Marion. 

Dr. Samuel Earl Upchurch, Birmingham, and Miss Ann Sam- 
ford were married April 20. 


DEATHS 


Dr. Miles A. Watkins, Birmingham, aged 39, died April 22 of 
a heart attack. 

Dr. Haickel Alexander Elkourie, Birmingham, aged 68, died 
recently of coronary thrombosis. 

Dr. Homer P. Harris, Foley, aged 54, died May 15. 





ARKANSAS 


Arkansas Medical Society, at its 73rd annual meeting, installed 
Dr. Euclid M. Smith, Hot Springs National Park, President: 
and elected Dr. Earle H. Hunt, Clarksville, President-Elect: Dr. 
Charles R. Henry, Little Rock, First Vice-President; Dr. Jos. B. 
Wharton, Jr., El Dorado, Second Vice-President; Dr. Harry E. 
Murry, Texarkana, Third Vice-President; Dr. Paul L. Mahoney, 
Little Rock, Treasurer; and Dr. W. R. Brooksher, Fort Smith, 
Secretary. 

Carroll County Medical Society has elected Dr. Ross Van Pelt, 
President; Dr. Charles Poynor, Vice-President; and Dr. W. A. 
Woodcock, Secretary-Treasurer. 

Hempstead County Medical Society has elected Dr. James W. 
Branch, President; Dr. George H. Wright, Vice-President: and 
Dr. Walter L. Sims, Secretary-Treasurer. 

Madison County Medical Society has elected Dr. W. E. Acree, 
President; Dr. L. E. Henderson, Vice-President; and Dr. C. B. 
Beeby, Secretary-Treasurer. 

Third Councilor District Medical Society has elected Dr. Wm. 
C. Hays, Marianna, President; and Dr. Floyd Dozier, Marianna, 
Secretary-Treasurer. 

Dr. J. E. Gentry, McCaskill, has moved to Hope. 

Dr. James W. Headstream is associated with Dr. H. Fay H. 
Jones, Little Rock, in the practice of urology. 

Dr. Joseph W. Ledbetter and Miss Joy Gregory, both of 
Jonesboro, were married recently. 


DEATHS 


Dr. P. B. Carrigan, Hope, aged 76, died recently. 

Dr. Edward Maze Dance, Lowell, aged 91, died recently of 
carcinoma of the prostate with metastases. 

Dr. W. N. Pierce, Little Rock, aged 83, died recently of a 
fractured right femur and cardiorenal disease. 

Dr. Samuel Page Stubbs, Fort Smith, aged 68, died recently. 





DISTRICT OF COLUMBIA 


Medical Society of the District of Columbia will hold its 
20th Annual Scientific Assembly in Washington on October 17-19. 

Diabetes Association of the District of Columbia has elected 
Dr. Maurice Protas, President: Dr. Maurice A. Selinger, First 
Vice-President; Dr. Theodore A. Koppanyi, Second Vice-President; 
and Dr. K. Hammond Mish, Secretary-Treasurer. 

Dr. James Gordon Cumming, Washington, after twenty-four 
years of service with the Health Department, recently retired as 
Director of the Bureau of Preventable Diseases. He is suc- 
ceeded by Dr. Carl C. Dauer, Assistant Director of the Bureau. 

Dr. Brooks G. Brown, Chief Medical Officer in Surgery, and 
Dr. A. Ralph Monaco, Pathologist and Laboratory Chief, Gal- 
linger Municipal Hospital, Washington, have resigned to enter 
private practice, Dr. Brown in Washington, and Dr. Monaco 
in Columbus, Georgia. 
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Dr. Irving B. Brick, Instructor in Medicine, Georgetown Uni- 
versity School of Medicine, Washington, has been named a 
Fellow of the New York Academy of Science in recognition 
of his articles on internal medicine and gastroenterology in medi- 
cal journals during recent years. 

Dr. S. Jack Sugar, Washington, has been certified by the 
American Board of Orthopedic Surgery. 

Dr. Martha Eliot, Associate Chief, Children’s Bureau, Wash- 
ington, on June 1 resigned to become Assistant Director General of 
the United Nations World Health Organization. She has been 
associated with the Bureau for twenty-five years. 

Dr. James A. Doull, Washington, Medical Director, United 
States Public Health Service, has been made Medical Director, 
Leonard Wood Memorial (American Leprosy Foundation) suc- 
ceeding Dr. H. Windsor Wade, Culion, Philippine Islands, who 
on account of ill health was relieved of administrative duties and 
appointed Associate Medical Director. Dr. Wade will continue 
his pathological studies at Culion and the editorship of the 
International Journal of Leprosy. The headquarters of the Med- 
ical Department of the Memorial has been transferred from 
Culion to Washington. 

Dr. Warren Andrew, Chairman, Department of Anatomy, George 
Washington University School of Medicine, Washington, was 
Visiting Professor of Anatomy at Washington University School 
of Medicine in St. Louis, Missouri, in the spring. 

Dr. Robert L. Felix, who has been Chief of the Division of 
Mental Hygiene since 1944, is Director of the National Institute 
of Mental Health, with temporary headquarters in the Federal 
Security Building, Washington. This Institute has been created 
in the National Institutes of Health and will continue the program 
formerly carried out by the Division of Mental Hygiene of the 
U. S. Public Health Service. As soon as new buildings have 
been completed at Bethesda, Maryland, the Institute will be 
transferred to the National Institutes of Health there. Dr. Felix 
will serve under the general supervision of Dr. R. E. Dyer, 
Director of the National Institutes of Health. 

The National Committee for Chile will appreciate gifts for 
the Library of the Medical School of the University of Chile at 
its new collection center in the Library of Congress, Washington: 
especially medical periodicals of the last ten years as well as 
recent medical books, since a fire destroyed their newer materials 
including periodicals, books and reference materials. 

Dr. Wilhelm Hueper, an Irctitute scientist, will direct a new 
$60,000 project of the Georgetown University School of Medi- 
cine, Washington, headed by the scientists of the National Cancer 
Institute, Bethesda, Maryland, studying the effect of man’s en- 
vironment on his chance of getting cancer. 

A grant of $36,381 has been made by the Veterans Adminis- 
tration to the Department of Surgery, George Washington Univer- 
sity Medical School, Washington, to permit a two-year study on 
the nerve supply of the human lung and will provide funds for 
studies with particular reference to the surgical treatment of 
asthma. 

Dr. Isadore Levin, Director of Physical Medicine Department 
since 1940, Doctors Hospital, Washington, has been appointed 
Associate Professor of Medicine in charge of the Department 
of Physical Medicine on the faculty of Georgetown University 
School of Medicine, Washington. 


DEATHS 


Dr. Samuel Madden Pierre, Washington, aged 76, died recently 
of carcinoma of the prostate and coronary thrombosis. 

Dr. James Bayard Gregg Custis, Washington, aged 67, died 
recently. 

3 Melvin Price Isaminger, Washington, aged 62, died re- 
cently. 





FLORIDA 


Florida Medical Association at its recent annual meeting in- 
stalled Dr. Walter C. Payne, Pensacola, President: and elected 
Dr. Herbert E. White, St. Augustine, Vice-President; Dr. David 
E. Murphey, Jr., Tampa, First Vice-President; Dr. M. Eldridge 
Black, Clearwater, Second Vice-President: Dr. John M. Butcher, 
Sarasota, Third Vice-President: Dr. Robert B. McIver, Jackson- 
ville, Secretary-Treasurer; and Dr. Shaler Richardson, Jacksonville, 
Editor of Journal. Dr. McIver is beginning his sixth year as 
Secretary-Treasurer; and Dr. Richardson has served nineteen 
years as Secretary-Treasurer, twenty-one years as Editor of the 
Journal, two years as President-Elect, and one year as President. 

Dr. Albert V. Hardy, Director of the Bureau of Laboratories 
of the State Board of Health, Jacksonville, has been appointed 
a member of the Enteric Fever Commission of the Army Epi- 
demiological Board. There are only four members of this 


Commission and they are appointed as Medical Consultants to the 
Secretary of War. 
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Dr. Alan Brown, formerly of Jacksonville, is located in Clear- 
water. 

Dr. James T. Cook, Marianna, has resumed professional duties 
after completing a postgraduate course in New Orleans, Louisiana. 

Dr. James B. Parramore, Key West, has resigned as Director, 
Monroe County Health Unit because of ill health, after serving 
the unit for twelve years. 

State of Florida has established a $30,000 vitamin laboratory 
in the Mayo Building, Tampa, to test the vitamin content of 
foods, pills and livestock feeds. 

Two members of the Florida State Board of Health staff have 
been honored for outstanding work in their fields, Dr. Roger F. 
Sondag, Jacksonville, Director, Bureau of Preventable Diseases 
for “‘distinguished service in cancer control,” and David B. Lee, 
M.S., Jacksonville, chief sanitary engineer, for ‘‘exceptional service 
to the engineering profession in Florida.” 

Dr. M. Eugene Flipse, Jr., and Miss Carolyn Law, both of 
Miami, were married recently. 


DEATHS 


Dr. Harley Bruce Fisk, Miami, aged 58, died recently of 
coronary occlusion and pulmonary embolism. 

Dr. John Keely, Jacksonville, aged 73, died recently of 
coronary thrombosis. 

Dr. Archibald Buxton McQueen, St. Petersburg, aged 75, 
died recently of cerebral hemorrhage. 

Dr. James Robert Norton, Port St. Joe, aged 43, died recently 
of coronary occlusion. 

Dr. Leon E. Reynolds, St. Petersburg, aged 84, died recently 
of angina pectoris. 

Dr. Harold Augustine Ryan, Miami Beach, aged 43, died re- 
cently of coronary thrombosis. 

Dr. Edwin Luther Sevens, Penney Farms, aged 79, died re- 
cently of lung abscesses. 

Dr. George L. Cook, Tampa, aged 62, died recently. 





GEORGIA 


Dr. Estelle Boynton, formerly of Milledgeville, has been ap- 
pointed Chief Neuro-Psychiatrist of the Mental Hygiene Clinic 
of the Atlanta Board of the Veterans Administration. 

Dr. Hugh Stevens Colquitt and Miss Beulah Nelson Dowda, 
both of Smyrna, were married recently. 

Dr. Corneille J. Heymans, Professor of Pharmacology of the 
University of Ghent, Belgium, was Visiting Professor of Pharma- 
cology, Emory University School of Medicine, Atlanta, for the 
spring quarter. 

Dr. Hal M. Davison, Atlanta, was President of the American 
Therapeutic Society when it met in Atlantic City June 2-5. 





KENTUCKY 


Kentucky Physicians Service, Incorporated, sponsored by Ken- 
tucky State Medical Association for making available to people 
of Kentucky non-profit health insurance on a pre-payment basis, 
now has corporate existence. The officers of the company elected 
are Dr. Oscar O. Miller, Louisville, President; Dr. B. B. Baugh- 
man, Frankfort, Vice-President; and Dr. J. B. Lukins, Louis- 
ville, Treasurer. 

Dr. W. E. Dean, Covington, has retired after twenty-six years 
of practice. 

Dr. L. H. South, Louisville, was elected Vice-President of the 
Laboratory Section of the American Public Health Association 
at its annual meeting held in Dallas, Texas, in April. 

Dr. Calvin L. Baker, Walton, has been named Commissioner 
of Mental Hygiene for Ohio. 

Dr. Sam Marks, Lexington, will continue as Acting City-County 
Health Officer for Lexington and Fayette County until the posi- 
tion can ve filled permanently. 

University of Louisville School of Medicine, Louisville, an- 
nounces the assignments to positions: Dr. James O. H. Simrall, 
Associate in Obstetrics and Gynecology; Dr. Ephraim Roseman, 
Professor and Chief, Section on Neurology; Dr. Lewis Tennyson 
Peyton, Associate in Medicine; Dr. Houston Shaw, Instructor in 
Surgery; Dr. E. E. Landis, Professor of Psychiatry; Dr. Louis M. 
Foltz, Assistant Professor of Psychiatry; Dr. Joseph A. Little, 
Assistant Professor of Pediatrics; Dr. M. Gertrude Reiman, Asso- 
ciate Clinical Professor of Child Psychology, Department of 
Psychiatry; Dr. Don F. Moore, Assistant Professor, Department 
of Psychiatry; Dr. Harlan Parker, Clinical Instructor in Psy- 
chiatry; Dr. Morgan R. Colbert, Clinical Instructor in Ortho- 
pedic Surgery; Dr. Lawrence Meltzer, Associate in Pharmacology; 
and Dr. James M. Riley, Instructor in Orthopedics. 

University of Louisville School of Medicine has received a 
research grant of $4,860 by the Kentucky Division of the Ameri- 








634 


can Cancer Society which will be used by Edmund K. Hall, 
D.Sc., Associate Professor of Anatomy of the Medical School, to 
conduct experiments of animal growth for one year. 

Dr. Cathryn C. Rotondo, Louisville, has been appointed Direc- 
tor of the Division of Maternal and Child Health of the State 
Health Department succeeding Dr. Alice D. Chenoweth, Louis- 
ville, who resigned. 

More than 120,000 Kentuckians have been given roentgen 
examinations of the chest without charge since the $32,000 
mobile x-ray unit, donated to the State Department of Health by 
the Elks organization of Kentucky, was placed in service in Jan- 
uary, 1947, about 8,000 cases of active tuberculosis being dis- 
covered. 


DEATHS 


Dr. Robert Lee Hardy, Louisville, aged 81, died recently. 

Dr. Jefferson Webb, Winchester, aged 83, died recently. 

Dr. John Drummond Maguire, Lexington, aged 72, died recently. 
Dr. J. C. Rogers, Louisville, aged 61, died recently. 

Dr. Edward Combs Redmon, Louisville, aged 66, died recently. 





LOUISIANA 


Dr. Edwin H. Lawson, New Orleans, was elected President- 
Elect of the New Orleans Graduate Medical Assembly at its 
annual meeting in New Orleans early in March, and he was 
installed President of the Louisiana State Medical Society at its 
annual meeting in New Orleans early in May. Dr. Lawson is a 
member of the Council of the Southern Medical Association, 
representing Louisiana. 

New Orleans Graduate Medical Assembly at its recent annual 
meeting installed Dr. Curtis H. Tyrone, President; and elected 
Dr. Edwin H. Lawson, President-Elect; Dr. Edgar Hull, First 
Vice-President; Dr. Neal Owens, Second Vice-President; Dr. 
Shirley C. Lyons, Third Vice-President; Dr. Woodard D. Beacham, 
Secretary; Dr. H. Ashton Thomas, Treasurer; Dr. Charles B. 
Odom, Director of Program; Dr. Gordon McHardy and Dr. Earl 
C. Smith, Assistant Directors of Program. Executive Committee: 
Dr. Max M. Green, Dr. Waldemar R. Metz, Dr. H. Vernon Sims, 
Dr. M. T. Van Studdiford and Dr. J. O. Weilbaecher, Jr. The 
1950 meeting will be held March 6-9, headquarters at the Munici- 
pal Auditorium, New Orleans. 

Dr. B. Bernard Weinstein, New Orleans, was a representative 
from the United States for the First Mexican Congress of Obstetrics 
and Gynecology which was held in Mexico City, May 22-29. 
The program included invited guest speakers from Argentina, 
Brazil, Cuba, Columbia, Chile, France, Panama, Peru, Uruguay, 
Venezuela, Spain and the United States, as well as members of 
the Mexican profession. 

Dr. Maud Loeber, Professor of Clinical Pediatrics, Tulane Uni- 
versity School of Medicine, after thirty years of active teaching 
duties, retired on June 30 and will become Professor Emeritus 
of the School. She is on the staffs of Charity and Mercy 
Hospitals, Touro Infirmary, Hotel Dieu, and is Pediatrician for 
the Louisiana Society for Crippled Children. She will continue 
active practice in New Orleans. 

Dr. Calvin C. Applewhite, Medical Director for the U. S. 
Public Health Service of Federal Security Region 6, will retire 
from the service on October 1. He left New Orleans on May 17, 
where he has been since July 16, 1945, to go on terminal leave 
until his retirement. Until his successor is appointed, Dr. John 
B. Hozier is Acting Medical Director for Region 6 which includes 
Alabama, Florida, Georgia, Mississippi, Tennessee, South Carolina, 
Puerto Rico and the Virgin Islands. 

Dr. Edgar Burns, New Orleans, was elected President-Elect of 
the Southeastern Section, American Urological Association, at its 
recent meeting. 

The “Beta of Louisiana” chapter of Alpha Omega Alpha was 
installed at Louisiana State University School of Medicine, New 
Orleans, on April 28, it being the fifty-second chapter in medical 
schools of the United States and Canada. The charter was 
gg by Dr. Edgar Hull, Acting Dean of the Medical 

ool. 

Dr. Roscoe Searls Mosiman, New Orleans, and Miss Celia 
Margaretta Biddle, Albany, New York, were married recently. 


DEaTHs 


Dr. Oswald Alfonso Eaddy, Keithville, aged 57, died recently 
of cerebral hemorrhage and heart disease. 

Dr. Harry Pugh Forsyth, Alexandria, aged 51, died recently 
of coronary occlusion and a fracture of the first lumbar vertebra 
received in an automobile accident several months ago. 

~ Christopher Franklin Farmer, Kentwood, aged 75, died re- 
cently. 

Dr. James R. Spears, New Orleans, aged 74, died recently. 

Dr. Albion Barnard Cross, Crowley, aged 67, died April 22. 
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MARYLAND 


Plans and specifications have been completed for the proposed 
Southern Health District Building for City Health Department 
use in South Baltimore and bids have been sought for con. 
struction. 

Alleghany-Garrett County Medical Society has elected Dr. Clay 
E. Durrett, Cumberland, President; Dr. A. E. Mance, Oakland, 
Vice-President; Dr. Leslie E. Daugherty, Cumberland, Secretary; 
and Dr. Donald B. Grove, Cumberland, Treasurer. 

Anne Arundel County Medical Society has elected Dr. Albert L. 
Anderson, President; Dr. John M. Claffy, Vice-President; Dr, 
E. Peyton Ritchings, Secretary; and Dr. Elizabeth Peabody 
Trevett, Treasurer, all of Annapolis. 

Baltimore County Medical Society has elected Dr. Wilmer K, 
Gallager, Catonsville, President; Dr. Harry G. Butler, Owings 
Mills, Vice-President; and Dr. Isabel H. McClinton, Owings 
Mills, Secretary-Treasurer. 

Calvert County Medical Society has elected Dr. George J. 
Weems, Huntington, President; Dr. Hugh W. Ward, Owings, 
Vice-President; and Dr. Page C. Jett, Prince Frederick, Secretary- 
Treasurer. 

Caroline County Medical Society has elected Dr. E. Pay) 
Knotts, Denton, President; Dr. W. E. Lennon, Federalsburg, 
Vice-President; and Dr. Harold B. Plummer, Preston, Secretary- 
Treasurer. 

Carroll County Medical Society has elected Dr. James T. 
Marsh, Westminster, President; Dr. M. Virginia Beyer, Sykes- 
ville, Vice-President; and Dr. M. C. Porterfield, Hampstead, 
Secretary-Treasurer. 

Cecil County Medical Society has elected Dr. Klaus Huebner, 
North East, President; Dr. James L. Garey, Perry Point, Vice- 
President; and Dr. Richard C. Dodson, Rising Sun, Secretary- 
Treasurer. 

Charles County Medital Society has elected Dr. John H. 
Griffin, Hughesville, President; Dr. Edward J. Edelen, LaPlata, 
Vice-President; and Dr. Arthur O. Woody, LaPlata, Secretary- 
Treasurer. 

Dorchester County Medical Society has elected Dr. Albert E. 
Bunker, President; Dr. Carlton Brinsfield, Vice-President; and 
Dr. Walter B. Johnson, Secretary-Treasurer, all of Cambridge. 

Frederick County Medical Society has elected Dr. M. Franklin 
Birely, Thurmont, President; Dr. Louis R. Schoolman, Frederick, 
and Dr. Hosea W. McAdoo, Ijamsville, Vice-Presidents; Dr. James 
B. Thomas, Frederick, Secretary; and Dr. James E. Stoner, Jr., 
Walkersville, Treasurer. 

Harford County Medical Society has elected Dr. Charles J. 
Foley, Saulsbury, President; Dr. Armfield F. VanBibber, Bel Air, 
Vice-President; and Dr. Peter P. Rodman, Aberdeen, Secretary- 
Treasurer. 

Howard County Medical Society has elected Dr. Alpha N. 
Herbert, Ellicott City, President; Dr. Charles S. Whitaker, 
Clarksville, Vice-President; and Dr. Theodore R. Shrop, Ellicott 
City, Secretary-Treasurer. 

Kent County Medical Society has elected Dr. A. F. Whitsitt, 
Chestertown, President; Dr. James E. Dedman, Betterton, Vice- 
President; and Dr. A. C. Dick, Chestertown, Secretary-Treasurer. 

Montgomery County Medical Society has elected Dr. John G. 
Ball, Bethesda, President; Dr. John F. Brownsberger, Takoma 
Park, Vice-President; Dr. Frank A. Zack, Silver Spring, Secre- 
tary; and Dr. M. McKendree Boyer, Damascus, Treasurer. 

Prince George’s County Medical Society has elected Dr. Oscar 
Lavine, Mt. Rainier, President; Dr. William Brainin, Capitol 
Heights, Vice-President; Dr. Thomas A. Christensen, College 
Park, Recording Secretary; Dr. Aaron Deitz, Hyattsville, Cor- 
responding Secretary; and Dr. Wolcott L. Etienne, Berwyn, 
Treasurer. 

Queen Anne’s County Medical Society has elected Dr. W. H. 
Fisher, President; Dr. H. F. McPherson, Vice-President; and 
Dr. C. Rodney Layton, Secretary-Treasurer, all of Centreville. 

St. Mary’s County Medical Society has elected Dr. William H. 
Patrick, Pearson, President; Dr. Robert T. Fuchs, Park Hall, 
Vice-President; and Dr. J. Roy Guyther, Mechanicsville, Secretary- 
Treasurer. 

Somerset County Medical Society has elected Dr. George C. 
Coulbourn, Marion Station, President; Dr. Sarah M. Peyton, 
Crisfield, Vice-President; and Dr. Henry M. Lankford, Princess 
Anne, Secretary-Treasurer. 

Talbot County Medical Society has elected Dr. Thurston Har- 
rison, President; Dr. M. Virginia Palmer, Vice-President; and Dr. 
Louis S. Welty, Secretary-Treasurer, all of Easton. 

Washington County Medical Society has elected Dr. John H. 
Hornbaker, President; Dr. G. Wilburforce LeVan, Boonsboro, 
Vice-President; and Dr. Ernest F. Poole, Hagerstown, Secretary- 
Treasurer. 

Wicomico County Medical Society has elected Dr. Stedman W. 
Smith, Salisbury, President; Dr. Kendrick McCullough, Parsons 


Continued on page 58 
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description 







PAZILLIN is a uniform suspension of crystalline 
procaine penicillin G, 300,000 units/cc., in sesame 
oil and aluminum monostearate, and is stable 

for 1 year without refrigeration. 


Takeliachakelits 


Single-injection, 4-day, systemic penicillin therapy 
for infections due to penicillin-sensitive organisms. 


One intramuscular injection of PAZILLIN quickly 
produces therapeutic blood levels of penicillin G, 
and maintains them for at least 96 hours (4 days). 
Injection is practically painless. 


pazillin 


46-hour Procaine Penicillin G Crystalline in Sesame Oil and Aluminum Monostearate 





For intramuscular injection. Supplied in 1-cc. 
disposable, plastic syringes, and in 10-cc. multiple-dose 
vials, 300,000 penicillin units per cc. 





Sharp & Dohme, Philadelphia 1, Pa. 
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Inject Metrazol intravenously in respiratory 
and circulatory emergencies, collapse, 
deep anesthesia, barbiturate poisoning 
and acute alcoholism. 


Metrazol Ampules 
1 cc. and 3 cc. 
Tablets 
Oral Solution 
Sterile Solution 
Powder 








COUNCIL ACCEPTED 


Metrazol, T. M. reg. U. S. Pat. Off. 


BILHUBER-KNOLL CORP. ORANGE, NEW JERSEY 
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Picture the 
patient’ progress 


...with photograph...after photograph 


Easy enough to show them, too. Just load the new 
Kodaslide Table Viewer with 35-millimeter or Bantam 
slides—color or black-and-white—of cardboard or double- 
glass, or a mixture of both. Plug in—AC or DC. Then... 
on with the showing. This ingenious combination of pro- 
jector, slide changer, and screen gives brilliant 4.8X 
enlargement, even in a fully lighted room. Use it to check 
slides . for consultation with colleagues . . . in discus- 
sion with patients or students . . . during case studies and 
research. For further information, see your nearest pho- 
tographic dealer _..or write to Eastman Kodak Com- 
pany, Medical Division, Rochester 4, N. Y. 


Major Kodak products for the medical profession 


X-ray films; x-ray intensifying screens; x-ray processing chemicals; 
electrocardiographic papers and film; cameras—still- and motion- 
picture; projectors—still- and motion-picture; enlargers and print- 
ers; photographic films—color and black-and-white (including 
infrared) ; photographic papers; photographic processing chemicals; 
synthetic organic chemicals; Recordak products. 


Serving medical progress through Photography and Radiography 


“Kodak” is o trade-mark 
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Two Kodak Vari-Beam Stand- 
lights are arranged at this 
angle, equidistant from the 
subject, to give full illumina- 
tion of the operative field. 
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Cardiac Diagnosis- 


a time saving aid 


THE DRY METHOD—no chemicals, no dark 
room, no batteries, no ink, provides an 
accurate, permanent record of myocardial 
function. 





THE BURDICK 
DIRECT-RECORDING 
ELECTROCARDIOGRAPH 


is as simple as it is rapid. The leads are 
marked automatically and are selected at the 
turn of a dial. Standardization may be re- 
corded before or during the tracing, and the 
speed of the paper is accurately calibrated. 


For complete literature on The Burdick 
Direct-Recording Electrocardiograph, see 
your local Burdick dealer, or write us — 
THE BURDICK CORPORATION, Milton, 


Wisconsin. 


THE BURDICK CORPORATION 
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burg, Vice-President; and Dr. Jesse R. Wanner, Jr., Salisbury, 
Secretary-Treasurer. . 

Worcester County Medical Society has elected Pr. Robert ¢ 
LaMar, Snow Hill, President; Dr. Nathaniel P. Thomas, Ocean 
City, Vice-President; and Dr. Frank J. Townsend, Ocean City, 
Secretary-Treasurer. : 

Maryland State Department of Health recently celebrated the 
seventy-first anniversary of its founding, Maryland being the sixth 
state to organize a board of health. 

The Medical Library at the U. S. Naval Medical 
Bethesda, has been designated by the Surgeon General as the 
Edward Rhodes Stitt Library in honor of the late Rear Admiral 
Stitt, the Surgeon General of the Navy 1920-1928. 


DEATHS 


Dr. Charles Haskell Bowers, Baltimore, aged 28, died recently, 

Dr. Wilford Anderson Hall Councill, Baltimore, aged 58, died 
recently. 

Dr. Victor Francis Cullen, Baltimore, aged 67, died recently 
of hypertensive cardiovascular disease. 

Dr. Morris Baldwin Green, Baltimore, aged 62, died recently 
of arteriosclerotic heart disease. 

Dr. Frank S. Hundley, Baltimore, aged 57, died recently of 
gastric hemorrhage and esophageal varices. 





MISSISSIPPI 


Mississippi Chapter of the American Academy of General 
Practice met in conjunction with the Mississippi State Medical 
Association in Biloxi in May and elected Dr. S. S. Kety, 
Picayune, President; Dr. James Howell, Canton, President-Elect; 
Dr. W. H. Watson, Brandon, Treasurer; and Dr. S. K. Johnson, 
Pelahatchie, Secretary. 

Dr. N. F. Holcomb, formerly of New Orleans, Louisiana, and 
Dr. F. M. B. Slater of Jackson and Vicksburg, are associated 
in the Surgical Section of Drs. Gamble Brothers and Archer Clinic, 
Greenville. 


DEATHS 


Dr. Clarence H. Waring, Pass Christian, aged 66, died recently 
of ventricular fibrillation and acute coronary occlusion with infare- 
tion. 


Continued on page 60 





Classified Advertisements 











MEMORIAL CANCER CENTER offers two-year residencies in 
anesthesiology to graduates from approved Medical Schools who 
have had at least one year of approved internship. One year 
Fellowships in Anesthesiology available to physicians who have 
completed at least one year of training in anesthesiology. For 
further information write to Dr. Olga Schweizer, Memorial Hos- 
pital, 444 East 68th Street, New York 21, New York. 





WANTED—Graduates Class A medical school, member good 
standing medical association, for mental hospital. Age limit 60. 
Experience in psychiatry desirable but not essential. Nice resi- 
dencies. Two colleges in immediate vicinity. Submit full informa- 
tion, three references and recent small photograph in first letter. 
Address P. O. Box 325. Milledgeville, Georgia. 





HEALTH OFFICERS—Vacancies in County and District Depart- 
ments. Salary, $6,600 to $8,500, based upon training and experi- 
ence. Must be licensed or eligible for licensure in North Carolina. 
Opportunity for advancement based on merit. Write Dr. J. W. R. 
Norton, State Health Officer, Raleigh, North Carolina. 





WANTED—Physician interested in general practice for town in 
Piedmont section of South Carolina. Would like man capable of 
taking care of large practice. House and office available. Con- 
tact PEJ, c/o SMJ. 





FOR SALE—Clinic and Hospital. Modern 18-room _ fireproof 
building. All modern equipment. Located in a progressive, small 
community with a large prosperous rural area. Net income, 
$50,000. Must change due to health. Price $30,000. Will stay 
with new owner for 60 days if desired. Contact KJ, c/o SMJ. 
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Peptic ulcer therapy, with Resmicon through scientific 
application of the physical properties of resin and mucin, 
places in the hands of the physician a new and remark- 
ably efficient technic for control of gastric acidity. 


The special anion-exchange polyamine resin contained 
in Resmicon physically adsorbs excess acid, subsequent- 
ly releasing the captured chloride ions in the alkaline 
environment of the intestine. There is no violent chemical 
reaction with its resulting dyspepsia and the formation 
of astringent constipating by-products. Rapid reduction 
of acidity to physiologic levels is smoothly produced and 
efficiently maintained without danger of toxicity, hyper- 
alkalinization, acid rebound, or chloride loss. 


The mucin component of Resmicon provides a tenacious, 
protective coating, resistant to the diffusion of acid and 
pepsin alike . . . it produces a mechanical barrier against 
autodigestion. 


Of great importance in view of the etiologic role of pep- 
sin in the production of gastric ulcer is the fact that both 
resinous and mucinous components of Resmicon tend to 
inhibit the action of this enzyme. 
In uncomplicated hyperacidity or in peptic ulcer 
Resmicon provides more efficient control than the cus- 
tomary alkaline antacids without their hazards. 


LABORATORIES 


Division Nutrition Research Laboratories 
Chicago 30, Illinois 


eptic [Picer. 


control gastric acidity without 
Alkaline assault ... 
Resmicon 


ACID ADSORBENT 
DEmULCE 
Oe raners 





Resmicon is available in bottles 
of 84 tablets, each tablet 
containing 500 mg. anion- 
exchange polyamine resin and 
170 mg. gastric mucin. 
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THE UNCENSORED STORY 
OF WHAT’S WRONG WITH 
AMERICAN FOOD 


TOMORROW’S 
—“— FOOD 


By James Rorty and 
N. Philip Norman, M.D. 


Preface by 
Stuart Chase 





Tus IS the first comprehensive, popular, and 
uninhibited account of the current revolution in 
food production, processing and state-regulated 
“enrichment.”’ For doctors, dentists, dietitians, 
nurses, it is an eye-opener—all the more shocking 
because of the detachment, humor, and scrupulous 
accuracy with which the facts are presented. For 
the housewife, it is a uniquely valuable guide to 
food buying, telling her just what is present and 
absent in common foods. 


So huge are the potentials of recent scientific and 
technological advances that the authors scoff at 
the pessimists who think the world cannot feed it- 
self. Modern man, they insist, has it in his power 
to banish want—to take the hunger out of history. 


“By far the best in the whole field. . . . Simple, 
direct, and easy to read. . . . Exciting for its scien- 
tific content. A must for all those concerned with 
good nutrition in our country.”—Charles E. Kellogg, 
Chief, Division of Soil Survey, Agricultural Research 
Ad ministration. 


“It is a book worth the attention of everyone who is 
interested in maintaining his or her health, the health 
of children or just generally, on a larger scale, the 
health of Americans.”—Joseph Henry Jackson, San 
Francisco Chronicle. 


“An interesting book worthy of serious reading. It 
should find a place in all medical and public libraries.” 
—New England Journal of Medicine. 

“It contains a large number of persuasive, accurate, 
and pertinent facts and analyses. . Everybody in 
the food trade, every doctor, every teacher of nutri- 
tion and every food scientist should read it.”—John 


D. Black, N. Y. Times Book Review. 
$3.50 at all bookstores or direct from the publisher 


PRENTICE-HALL, Inc. 


DEPT. BSM7 


70 Fifth Avenue New York 11, N. Y. 
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MISSOURI 


Dr. Daniel L. Sexton, St. Louis, was elected President of the 
American Therapeutic Society at its Golden Jubilee meeting jn 
Atlantic City, June 2-5. Dr. Sexton is the member of the 
Council of the Southern Medical Association representing Missouri, 

Kansas City Southwest Clinical Society will hold its annyaj 
conference in Kansas City, October 3-6. 

Dr. Robert E. Schlueter, St. Louis, was presented with the 
1949 Award of Merit of the St. Louis Medical Society at q 
meeting in April held in Dr. Schlueter’s honor. 

Dr. A. Graham Asher, Kansas City, was elected President 
Missouri Heart Association at its meeting held in Kansas City 
in March. 

Dr. Herbert Domke, formerly Medical Director, Chicago Health 
Department, is Health Commissioner, St. Louis County. Dr, 
Domke has recently been doing research work on the epidemiology 
of whooping cough at Harvard University. 

Dr. J. Albert Key, St. Louis, was elected Vice-President, 
Johns Hopkins Medical and Surgical Association in Baltimore 
early this year. 

Dr. Ray McCarthy, St. Louis, has been reelected Chairman, 
Hospital Advisory Council. 

University of Missouri Medical School Alumni officers elected 
for 1949-1950 are: Dr. C. P. Dyer, St. Louis, President; Dr, 
Hubert Parker, Kansas City, Dr. H. H. Schmidt, Marthasville, 
and Dr. W. P. McDonald, St. Joseph, Vice-Presidents; Dr. M, 
D. Overholser, Columbia, Secretary-Treasurer; and Dr. John §, 
Knight, Kansas City, member, general alumni board. 


DeaTHS 

Dr. John T. Anderson, Warrensburg, aged 79, died recently of 
pneumonia. 

Dr. William F. Goetze, St. Joseph, aged 87, died recently. 

Dr. John Green, St. Louis, aged 75, died April 7. 

Dr. Charles Wolff, St. Louis, aged 53, died recently of heart 
disease. 

Dr. George B. Williamson, Joplin, aged 82, died recently of 
coronary thrombosis and diabetes mellitus. 





NORTH CAROLINA 


Dr. Margaret Burns, Asheville, has been appointed Medical 
Director, Asheville Regional Red Cross Blood Center. 

North Carolina Academy of General Practice held its first 
annual assembly in Charlotte in March and elected Dr. John 
R. Bender, Winston-Salem, President; Dr. William A. Sams, 
Marshall, Vice-President; and Dr. Roscoe D. McMillin, Red 
Springs, Secretary (1948-1951). 

Dr. Frederick A. Blount has opened offices at College Village, 
Winston-Salem, practice limited to pediatrics. 

Dr. S. F. Horne has opened offices in the Ricks Hotel Build- 
ing, Rocky Mount, for the practice of dermatology and syph- 
ilology. 

Dr. Sam E. Way is associated with Dr. M. L. Stone and Dr. 
O. E. Bell in the Speight-Stone-Bell Clinic, Rocky Mount, prac- 
tice limited to general surgery. 

Dr. Isaac F. Harris recently presented to the University of 
North Carolina School of Medicine, Charlottesville, a portrait of 
his father, Dr. ‘Thomas West Harris, who was the first dean of 
the Medical School. 

Dr. Arthur Valk, Winston-Salem, was elected President of the 
Association of Surgeons of the Southern Railway System at its 
recent meeting held in Cincinnati, Ohio. 

Dr. Frank R. Lock, Winston-Salem, has been elected to mem- 
bership in the American Society of Obstetricians, Gynecclogists, 
and Abdominal Surgeons. 

Dr. Hans Lowenbach, Associate Professor of Neuropsychiatry, 
Duke University School of Medicine, Durham, was called to 
active duty in the U. S. Army Medical Department as a neuro- 
psychiatric consultant in the European Theater for one year 
beginning June 30. 

Mercy Hospital, Charlotte, has opened a tumor clinic, 8:30- 
9:30 each Monday morning, for charity patients. Dr. Roy B. 
McKnight is Director. 

Dr. Angus Crawford Randolph, Resident Psychiatrist, Veterans 
Hospital, Perry Point, Maryland, has been appointed an Instructor 
in Clinical Psychiatry, Bowman Gray School of Medicine, Winston- 
Salem. : 

Dr. Frederick A. Blount, who has been in private practice 
in Winston-Salem several months, has been appointed Assistant 
in Clinical Pediatrics, Bowman Gray School of Medicine. 


Continued on page 62 
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= COADJUVANTS 

e Following his work on pellagra, Dr. Joseph Gold- 

Dr. berger reported that “The primary etiological dietary 

. factor in pellagra is a faulty protein (amino acid) 

Ss. mixture, a deficiency in some as yet unrecognized 
dietary complex (possibly a vitamine), or some com- 

a bination of these.” 

. Later research has proven the theory that a com- 

ae bination of these factors cause pellagra. Elvehjem 
and his associates, in 1937, discovered that nicotinic 

; of acid is an important factor in the relief of pellagra. 
In 1945, Krehl and his coworkers noted that the amino 
acid tryptophane had a decided effect on the growth 

al of rats fed a pellagra producing high corn diet; and 

in 1948, Luecke and his colleagues demonstrated the 

oe relationship of nicotinic acid, tryptophane and protein 

ams, in animal nutrition. 

il Junqueira and Schweigert have shown that a lack 

ty of pyridoxine (B6) inhibits the metabolism of trypto- 

= phane to nicotinic acid, and Krehl found folic acid to 

kK be an important factor in nicotinic acid deficiency. 

- These are but a few of the findings which emphasize 

y of the interrelationship of the factors required to effect 

- the cure of pellagra, and that these and probably other 

| factors are coadjutives—reciprocally helpful and mu- 

is tually aiding. 

nem- Goldberger recommended dried brewers’ yeast be- 

“ic cause he found it supplied all of the needed factors. 

atry, The Vitamin Food Company furnished it to Dr. Gold- 

he. berger. He found it very potent and very reliable in 

year the P-P factor. VITA-FOOD Brewers’ Yeast remains 

3:30- a dependable source. 

y B. 

eens Samples to physicians and hospitals 

ston- 

oe a Vitamin Research Laboratories, Inc. L inal 

187 Sylvan Avenue Newark 4, N.J. 
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DIAPER_BASH 


TAB LETS THE ANTI-AMMONIACAL 
RINSE FOR NIGHT DIAPERS 

Oa ae taal THE WATER-MISCIBLE ANTI- 
BACTERIAL FOR DAY CARE 


TULL Ld 


Pharmecevtical Division 

HOMEMAKERS’ PRODUCTS CORPORATION 
380 Second Avenve, New York 10, N.Y. 
36-48 Caledonia Reed, Toronte 10, Canada 
Please send me, without cost, literature and samples of DIAPARENE Tablets 
and Ointment to eliminate cause of dioper rash (ammonia dermatitis) and as 
an adjunct treatment and deodorant for the side effects of incontinence. 











MAIL THIS COUPON TODAY 





Continued from page 60 


Dr. Herbert Augustus Codington, Jr., Wilmington, and Miss 
Mary Littlepage Lancaster, Sumter, South Carolina, were mar- 
ried recently. 


DEATHS 


Dr. Arthur Garfield Dula, Lenoir, aged 65, died recently of a 
heart attack. 

Dr. Edward Chadwick McClees, Elm City, aged 56, died 
recently of cerebral hemorrhage. 

Dr. Adlai Stevenson Oliver, Jr., Raleigh, aged 32, died re. 
cently. 





OKLAHOMA 


E. P. Clapper Memorial Hospital, Waynoka, was formally 
opened recently and named for the late Dr. Clapper who came 
to Waynoka from Nebraska and served the community almost 
forty years. 

Blaine County Medical Society has elected Dr. W. F. Bohl- 
man, Watonga, President; Dr. Charles Rogers, Canton, Vice- 
President; and Dr. Virginia Curtin, Watonga, Secretary. 

Dr. Homer A. Ruprecht, Tulsa, has been elected President, 
Tulsa County Heart Association, succeeding Dr. Russell C. Pig- 
ford. 

Dr. W. F. LaFon, Alva, has been taking a postgraduate course 
in Chicago. 

Dr. William A. Tolleson, Eufaula, has been awarded the 
Medal of Merit and a lapel pin by the Department of Interior 
for outstanding work over a long length of time in government 
Indian service. 

Dr. Leo J. Starry, Oklahoma City, is the new Chief of Staff, 
St. Anthony Hospital, Oklahoma City. 

Dr. Ralph F. Martin has resigned from the staff of Tulsa 
Clinic to énter private practice at Sand Springs. 

Dr. L. R. Pace, Seminole, has been named Chief of Staff, 
Seminole Municipal Hospital. 

Dr. O. L. Parsons, Lawson, has been named President of 
Southwestern Clinic Hospital. 

Dr. Frank A. Stuart, Tulsa, left in April for about six weeks 
as Orthopedic Consultant to Army medical units stationed in 
England, France and Germany. 


DEATHS 


Dr. E. P. Allen, Oklahoma City, aged 66, died recently. 

Dr. Benjamin Davis, Cushing, aged 69, died recently of heart 
and kidney complications following neurodermatitis. 

Dr. Reuben J. Dice, Randlett, aged 84, died recently. 

Dr. Kiefer Killen Eason, Tulsa, aged 50, died recently of sub- 
acute yellow atrophy of the liver and virus hepatitis. 





SOUTH CAROLINA 


Abbeville County Medical Society has elected Dr. A. C. Ward, 
Calhoun Falls, President; and Dr. E. L. Power, Abbeville, 
Secretary-Treasurer. 

Aiken County Medical Society has elected Dr. W. D. McNair, 
Aiken, President; Dr. L. D. Boone, Aiken, Vice-President; and Dr. 
J. R. Edenfield, Graniteville, Secretary-Treasurer. 

Anderson County Medical Society has elected Dr. Clyde Bowie, 
President; Dr. Claude Prevost, Vice-President; and Dr. Bruce 
Swain, Secretary-Treasurer, all of Anderson. 

Beaufort County Medical Society has elected Dr. W. B. Ryan, 
President; and Dr. Sol Neidich, Secretary-Treasurer, both of 
Beaufort. 

Berkeley County Medical Society has elected Dr. J. N. Walsh, 
Moncks Corner, Secretary-Treasurer. 

Charleston County Medical Society has elected Dr. Archie 
Baker, President; and Dr. Robert Wilson, Jr., Secretary-Treasurer. 

Cherokee County Medical Society has elected Dr. J. C. Hall, 
President; Dr. Jay Hammett, Vice-President; and Dr. G. P. 
Edwards, Secretary-Treasurer, all of Gaffney. 

Chesterfield County Medical Society has elected Dr. Wm. L. 
Perry, Chesterfield, President; Dr. J. E. Hodge, Cheraw, Vice- 
President; and Dr. James P. Harrison, Cheraw, Secretary- 
Treasurer. 

Colleton County Medical Society has elected Dr. Riddick 
Ackerman, President; and Dr. Wm. P. McDaniel, Secretary- 
Treasurer, both of Walterboro. 

Darlington County Medical Society has elected Dr. W. B. 
Timmerman, Hartsville, President; Dr. M. L. Townsend, Society 
Hill, Vice-President; and Dr. A. P. Rosenfeld, Darlington, 
Secretary-Treasurer. 


Continued on page 64 
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ANEMIA 
IS LIKE 
A FOREST FIRE 


IT ISN’T ALONE THE LOSS OF TIMBER BUT THE AFTER-EFFECTS THAT 
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apy, more and more physi- 
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Dillon County Medical Society has elected Dr. E. B. Michaux, 
President; and Dr. James O. Warren, Secretary-Treasurer, both 
of Dillon. 

Dorchester County Medical Society has elected Dr. A. R. 
Johnston, St. George, Secretary-Treasurer. 

Edisto Medical Society (Bamberg, Calhoun, Orangeburg) has 
elected Dr. R. K. O’Cain, St. Matthews, President; Dr. J. H, 
Danner, Holly Hill, Vice-President; and Dr. H. Marcus, Orange- 
burg, Secretary-Treasurer. 

Fairfield County Medical Society has elected Dr. C. S. Me. 
Cants, President; and Dr. A. C. Estes, St. George, Secretary- 
Treasurer. 

Florence County Medical Society has elected Dr. H. W. Her- 
bert, President; and Dr. E. L. Guyton, Secretary-Treasurer, both 
of Florence. 

Greenwood County Medical Society has elected Dr. L. A, 
Schneider, Ninety Six, President; and Dr. W. C. Alston, Green- 
wood, Secretary-Treasurer. 

Kershaw County Medical Society has elected Dr. F. G. Shaw, 
Camden, President; and Dr. J. W. Wideman, Kershaw, Secretary- 
Treasurer. 

Lancaster County Medical Society has elected Dr. R. L. Craw- 
ford, President; and Dr. J. C. Harris, Secretary-Treasurer, both 
of Lancaster. 

Laurens County Medical Society has elected Dr. George R. 
sgn Clinton, President; and Dr. D. H. McFadden, Gold- 
ville. 

Lexington County Medical Society has elected Dr. James 
Crosson, Leesville, President; Dr. O. C. Holly, Leesville, Vice- 
President; and Dr. J. H. Mathias, Lexington, Secretary-Treasurer. 

Marion County Medical Society has elected Dr. I’On Weston, 
President; and Dr. Fritz N. Johnson, Secretary-Treasurer, both 
of Mullins. 

Marlboro County Medical Society has elected Dr. John May, 
Bennettsville, President; Dr. R. C. Charles, Bennettsville, Vice- 
President; and Dr. L. E. Nesmith, McColl, Secretary-Treasurer, 

Newberry County Medical Society has elected Dr. E. H. 
Moore, Newberry, President; and Dr. J. C. Sease, Little Moun- 
tain, Secretary-Treasurer 

Oconee County Medical Society has elected Dr. J. N. Webb, 
Seneca, President: Dr. J. T. Davis, Walhalla, Vice-President: 
and Dr. J. P. Booker, Walhalla, Secretary-Treasurer. 

Pickens County Medical Society has elected Dr. J. H. Cutchin, 
Easley, President: Dr. J. W. Kitchen, Liberty, Vice-President; 
and Dr. J. H. Jameson, Easley, Secretary-Treasurer. 

Spartanburg County Medical Society has elected Dr. B. J. Work- 
man, Woodruff, President; Dr. W. A. Wallace, Spartanburg, Sec- 
retary; and Dr. Charles H. Poole, Jr., Spartanburg, Treasurer. 

Sumter County Medical Society has elected Dr. R. B. Bult- 
man, President; and Dr. A. B. Calder, Secretary-Treasurer, both 
of Sumter. 

Union County Medical Society has elected Dr. Joseph H. 
Guess, President: and Dr. Paul K. Switzer, Jr., Secretary- 
Treasurer, both of Sumter. 

Dr. Clay W. Evatt is associated with Dr. David R. Stack, 
Charleston, in the practice of ophthalmology, otolaryngology and 
maxillofacial surgery. 

Dr. Harry F. Wilson, Acting Director, Division of Labora- 
tories, U. S. Public Health Service since Dr. H. M. Smith 
retired in July, 1947, has been appointed Director. Dr. Wilson 
is also serving as Acting Director of the Division of Industrial 
Health. 

Dr. James J. Ravenel, Charleston, was installed President, 
Southeastern Section of the American Urological Association at 
the meeting held in Florida recently. 

Dr. William R. DeLoache has opened offices in Greenville, 
practice limited to pediatrics. 

Dr. Katherine Bavlis MacInnis, Columbia, is the first woman 
to be elected to the Board of Regents of the American College 
of Allergists. 

Dr. Patricia A. Carter, Charleston, announces the association 
of Dr. Thomas G. Herbert, Jr., in the practice of obstetrics 
and gynecology. : 

Dr. E. S. Cardwell has resigned as pathologist at Greenville 
General Hospital, Greenville, and returned to his hometown, 
Columbia. . 

South Carolina Obstetrical and Gynecological Society at its 
recent annual meeting elected Dr. J. Decherd Guess, Greenville, 
President. 

The new Naval Hospital at Beaufort, commissioned April 29 
at a cost of $9,500,000, replaces the present inadequate facili- 
ties at the Marine Recruit Depot at Parris Island. It was de- 
signed to be a 500-bed hospital but was reduced to 300 beds 
because of limited funds. 


Continued on page 66 
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Rakoff et al‘ report that in menopausal pa- 


; tients DiENEsTROL produces significantly 
infrequent bleeding on withdrawal or dur- 

an estrogen w hich ing course of treatment. Finkler & Becker?, 

reporting on seventy-three menopausal 

RARELY patients who received DiENESTROL, state 


that only two had withdrawal bleeding, 
and in each “the bleeding was very mild 


produces and of short duration”. 


DiENEsTROL “Rare’’, furthermore, 
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(tablets no costlier on prescription than 
diethylstilbestrol), quantitatively more 
potent than diethylstilbestrol and related 
synthetic estrogens, and lower incidence 
of unpleasant side reactions (less than 
I per cent). 
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Suppuiep as: Tablets (coated) — 0.1 
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bottles of 100 and 1000. Suspension — 
10 cc. multidose vials, 5 mg. microcrys- 
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1. Rakoff, A. E. et al: J. Clin. Endocrinol. 

7:688 (Oct.) 1947. 

2. Finkler, R. S., and Becker, S.: Am. J. 
Obst. & Gynec. 53:513 (Mar.) 1947. 
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Suspension 2.5 to 5.0 mg. (4 to 1 cc.) 

once or twice weekly. 


BLEEDING 
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DEATHS 
Dr. Charles Lee Baker, Columbia, aged 77, died recently of 
Parkinson’s disease and cerebral hemorrhage. : 
Dr. Frank Madison Harvin, Columbia, aged 68, died re- 


cently. . : 
Dr. Cecil Rigby, Spartanburg. aged 58, died recently. 





TENNESSEE 
Southern Tuberculosis Conference will hold its next meeting 
in Memphis, Peabody Hotel, September 15-17. | Reservations 


should be made directly with the Peabody Hotel. 
A grant award of $23,339.50 has been approved by the 
Surgeon General for Vandervilt University, Nashville, for cancer 


ae 
y wor . 


an eas 



















A few turns of the 
handle quickly purees 
cooked vegetables and 
fruits fine enough for in- 
fant foods and adult smooth 
diets. Strains and separates all 
skins, seeds, fibres. Handy one 
quart Baby Size Foley Food Mill 
$1.69. Two quart Household Size 
$1.98. Sold at Department and 
Hardware Stores. 


Baby Size 


FOLEY * 


Professional offer to Doctors 
| only (either size}, $1.25 postpaid 
*Trade Mark Reg. U. S. Pat. Off. 


PROFESSIONAL 


FOLEY MFG. CO. 
3317-7 N.E. Sth St., Minneeapolis, Minn. 
As per Professional Offer to Doctors only, | enclose $1.25 
for | Foley Food Mill. 

0 Baby Size 

(J Household Size 


OFFER 











Doctor. 
Address. 











SOUTHERN MEDICAL JOURNAL 





July 1949 


teaching, the grant having been recommended by the National 
At-sare Cancer Council. 

Dr. Thomas Neuton Stern, Memphis, and Miss Harriet Louise 
Cohn, Dayton, Ohio, were married recently. 


DEATHS 


Dr.. Joe Davis Goodwin, Nashville, aged 79, died recently of 
intestinal hemorrhage and rectal carcinoma. 





TEXAS 


Dr. F. J. L. Blasingame, Wharton, was elected a member of 
the Board of Trustees of the American Medical Association at 
: sactinew Bald in Atlantic Cit. New Jersey. June 7-10. 

International Post-Graduate Medical Assembly of Southwest 
Texas will hold their annual meeting in San Antonio, Municipal 
Auultorlum, y‘Muary 24-26, 1950. Dr. C. F. Lehmann is 
President and Dr. John J. Hinchey is Secretary-Treasurer, both 
of San Antonio. 

Post-Graduate Medical Assembly of South Texas will hold 
its fifteenth annual meeting at Houston, Shamrock Hotel, Novem- 
ber 29-Dec. 1. For further information write Executive Secretary, 
229 Medical Arts Building, Houston. 


DEATHS 


Dr. Benno Hugh Fultz, San Antonio, aged 
of arteriosclerosis. 

Dr. Priestly Lipscomb, Denton, 
senility. 

Dr. Thomas Clifton McCurdy, Denison, aged 71, died recently 
of cerebral accident. 

Dr. Horace MacField McDaniel, 
recently of multiple myeloma. 

Dr. George Lewis Ross, Edinburg. 
cerebral hemofrhage. 


74, died recently 


aged 79, died recently of 


Stephenville, aged 67, died 
aged 64, died recently of 
VIRGINIA 


Hanover County Medical Society has elevated Dr. A. E. Mur- 
ray, Beaverdam, from vice-presidency to the presidency, the 
President, Dr. J. A. Wright of Doswell having resigned. Dr. 
John D. Hamner, Jr., Ashland, was reelected Secretary-Treasurer. 

Williamsburg-James City County Medical Society has elected 
Dr. Joseph E. Barrett, President; Dr. Eleanor Beamer-Maxwell, 
Vice-President; and Dr. Granville L. Jones, Secretary-Treasurer, 
all of Williamsburg. 

Dr. John O. Boyd, Jr., Roanoke, was elected to the Board 
of Directors and also named Chairman of the Hospital Committee 
at the American Academy of General Practitioners which met 
recently in Cincinnati, Ohio. 

Neuropsychiatry Society of Virginia has elected Dr. James B. 
Pettis, Staunton, President; Dr. James K. Morrow, Radford, 
Vice-President; and Dr. R. Coleman Longan, Richmond, Secre- 
tary-Treasurer. 

Dr. Joseph E. Malcomson has been appointed Health Officer, 
Halifax County Health Department with headquarters at South 
Boston. 

Dr. Myron P. Rudolph 


recently assumed duties as Health 
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A Valuable 
Special Dietary Source 
of Protein 


Many physicians have found that, for 
patients requiring supplementary pro- 
tein, Knox unflavored Gelatine in water, 
fruit juice or milk provides a useful, 
easily digestible source. 

Knox Gelatine contains nine of the ten 
“essential’’ amino acids. It has been 
shown to supplement many varieties of 
food material. It is an ideal protein sup- 
plement concentrate with very low so- 
dium content. 

Do not confuse Knox Gelatine with 
ready-flavored gelatine dessert powders 
which contain about 7% sugar and only 
about ¥ gelatine. Knox is all protein, 
no sugar. 

Literature, including suggestions 
for preparing the Knox Gelatine 
protein drink, is available on re- 
quest. Knox Gelatine, Dept. W-8 
Johnstown, N.Y. 
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Officer of Pittsylvania County Health Department, Chatham. 

Dr. John Fulton McGavock, Crozet, and Mrs. Rosalie Stevens 
Kerr, Salem, were married recently. 

Ex-Interns of Stuart Circle Hospital, Richmond, at the six- 
teenth annual meeting elected Dr. Algie S. Hurt, Richmond, 
President; Dr. John A. Stevens, Vice-President, and Dr. Robert 
V. Terrell, Secretary, reelected. 

Dr. Frank W. Reynolds, Assistant Professor of Medicine and 
Dermatology, Medical College of Virginia, Richmond, has been 
appointed Director of the Richmond Health Department’s new 
program of home medical care for the indigent. 

Gill Memorial Eye, Ear, and Throat Hospital, Roanoke, will 
hold its twenty-third Annual Spring Graduate Course beginning 
April 3, 1950. 

Dr. Lomax Gwathmey, Norfolk, who recently retired after fifty 
years of active practice, was honored at a dinner program at the 
Norfolk General Hospital. A portrait of Dr. Gwathmey was pre- 
sented to the hospital by the Board of Directors, of which he 
is a member, the medical staff and the Woman’s Auxiliary. 

Dr. Wortley F. Rudd, Dean Emeritus, Medical College of 
Virginia, Richmond, had an honorary degree of Doctor of Sci- 
ence conferred upon him by the college at the 112th com- 
mencement. 

Dr. Henry Chesley Decker, Richmond, and Miss Margaret 
Reider Fisher, Baltimore, Maryland, were married April 23. 

Dr. Charles William Wilson, Staunton, and Miss Charlien 
Marie Simms, Dothan, Alabama, were married recently. 

Dr. Edward Kinzel Russell, Abingdon, and Miss Ann Kath- 
erine Ransom, Atlanta, Georgia, were married recently. 

Dr. Lee Buckingham Brown, Norfolk, and Miss Kathryn 
Jackson Fahys, Garden City, New York, were married recently. 


DEATHS 


Dr. Walter Handy Janney, Alexandria, aged 74, died recently 
of retroperitoneal hemorrhage and arteriosclerosis. 

Dr. William Norwood Breckinridge, Fincastle, aged 79, died 
recently. 

Dr. Benjamin Franklin Randolph, Arrington, aged 73, died 
recently. 


WEST VIRGINIA 


West Virginia State Medical Association will hold its 82nd 
annual meeting at White Sulphur Springs, The Greenbrier, 
August 4-6. 

West Virginia Cancer Society has appropriated $15,000 for 
treatment and care of cancer patients during the remainder of 
the fiscal year to be made available to the Division of Cancer 
Control of the State Health Department. 

West Virginia Cancer Society at the annual meeting of the 
Board of Directors elected Dr. Russell B. Bailey, Wheeling, 
Chairman; Dr. Chauncey B. Wright, Huntington, Vice-Chairman; 
Mr. Charles Lively, Charleston, Secretary; and Mr. Homer Geb- 
hardt, Huntington, Treasurer. 

West Virginia Section of the Southeastern Surgical Congress 
at its annual meeting held in Charleston in April reelected 
Dr. Robert K. Burford, Charleston, Chairman; and Dr. Francis 
L. Coffey, Huntington, Treasurer. 

Dr. Harris P. Pearson, Bluefield, has moved to Roanoke, 
Virginia, where he will continue as Medical Examiner for the 
Norfolk & Western Railway Company. 

Dr. Glen F. Palmer, who recently completed postgraduate 
studies at Tulane University, New Orleans, Louisiana, has located 
at Madison for general practice. 

Dr. Shelby E. Jarrell, Whitesville, has moved to Harrisville. 

Dr. Henry A. Wiseman, III, Glen Ferris, has moved to 
Montgomery where he has accepted a residency in surgery 
at Laird Memorial Hospital. 

Dr. J. Marshall Carter, formerly of Glen Ferris, recently of 
Williamson, is on the staff of the Memorial Hospital, Huntington. 


DEATHS 


Dr. Jack Wallace Ferguson, Ceredo, aged 52, died recently of 
acute dilatation of the heart. 

Dr. Charles H. Hall, Boothsville, aged 73, died recently of 
injuries received in a car wreck. 

Dr. Frank Lloyd Matson, Wellsburg, aged 70, died recently 
of coronary thrombosis. 

Dr. Charles Elihu Copeland, Charleston, aged 81, died recently. 

Dr. William Thornton Henshaw, Charleston, aged 81, died re- 
cently. 

Dr. Dennis Bliss Jarrell, Beckley, aged 62, died recently. 

Dr. Perry French Marks, Walton, aged 69, died recently. 

Dr. Harwood Arthur Taylor, Mullens, aged 34, died recently. 
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FROM SECRETARY OF DEFENSE LOUIS JOHNSON— 


AN URGENT 
APPEAL 
TO YOUNG 
DOCTORS! 


Your personal help is needed to avert a 
serious threat to our national security! 


By the end of July of this year we 
will have lost almost one-third of the 
physicians and dentists now serving 
with our Armed Forces. Without an 
increased inflow of such personnel, 
the shortage will assume even more 
dangerous proportions by December 
of this year. 


These losses are due to normal ex- 
piration of terms of service. The 
professional men who are leaving the 
Armed Forces during this critical 
period are doing so because they 
have fulfilled their duty-obligations 
and have earned the right to return 
to civilian practice. 


Without sufficient replacements for 
these losses, we cannot continue to 
provide adequate medical and dental 
care for the almost 1,700,000 service 
men and women who are the back- 
bone of our nation’s defense. 


Normal procurement channels will 
not provide sufficient replacements! 
To alleviate this critical, impending 
shortage of professional manpower 
in the three services, I am urging all 
physicians and dentists who were 
trained under wartime A.S.T.P. and 
V-12 programs under government 
auspices or who were deferred in 
order to complete their training at 
personal expense, and who saw no 
active service, to volunteer for a two- 
year tour of active duty, at once! 





We have written personally to more 
than 10,000 of you in the past weeks 
urging such action. The response to 
this appeal has not been encourag- 
ing, and our Armed Forces move 
rapidly toward a professional man- 
power crisis! 


Many responses have been negative, 
but worse—a great number of doc- 
tors have not replied. It is urgent 
that we hear from you immediately! 


We feel certain that you recognize an 
obligation to your fellow men as well 
as to your profession in this matter. 
We are confident that you will fulfill 
that obligation in the spirit of public 
service that is a tradition with the 
physician and dentist. 


There is much to be said for a tour 
of duty with any of the Armed 
Forces. You will work and train with 
leading men of your professions. You 
will have access to abundant clinical 
material; have the best medical and 
dental facilities in which to practice. 
You will expand your whole concept 
of life through travel and practice in 
foreign lands. In many ways, a tour 
of service will be invaluable to you 
in later professional life! 


Volunteer now for active duty. You 
are urged to contact the Office of Secre- 
tary of Defense by collect wire immedi- 
ately, signifying your acceptance and 
date of availability. Your services are 
badly needed. Will you offer them? 
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DEXTRI-MALTOSE 


Simple to use... 


WITH EVAPORATED MILK 


Stir in Add 
#4 Boil water. Dextri-Maltose Tel elelgeli-ve| 


while water is hot. lil aelale tila 


Mix Heat until almost Boil gently 
whole milk boiling and stir for three 
and water. in Dextri-Maltose. minutes. 


..» FOR 38 YEARS COW’S MILK-DEXTRI-MALTOSE FORMULAS 
HAVE BEEN EMPLOYED BY PHYSICIANS TO MEET THE VARY- 
ING NUTRITIONAL REQUIREMENTS OF SICK AND WELL IN- — 
FANTS. MEAD JOHNSON & CO., EVANSVILLE 21, IND., U.S.A. 

















HEN interviewed between platefuls, this 11-months-old 

young man emphatically stated: "I have been brought 
vp on Pablum andi still like it, but some days when I’m in the 
mood for oatmeal, nothing satisfies me like Pabena!” 


Nutritious, quick and easy to prepare, 
both products are for sale at drug stores. 


MEAD JOHNSON & COMPANY, EVANSVILLE, IND., U.S.A. 





OF A SENSITIZED BODY CELL 
with an allergen and subsequent release of 


histamine is considered to be the mechanism 


of allergic disorders. 
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WITH BENADRYL 


BENADRYL, blocking the action of 
histamine, prevents reaction in cells that 
have been sensitized. Relief of symptoms is 
gratifyingly rapid, usually occurring 
within an hour or two after the first dose. 
And treatment with BENADRYL is simple, 


convenient, and inexpensive. 


BENADRYL 


BENADRYL has been found highly effective in a wide variety of allergic states, ranging 
from seasonal, such as hay fever, to the non-seasonal, such as acute and chronic urticaria, 
angioneurotic edema, vasomotor rhinitis, contact dermatitis, erythema multiforme, 
pruritic dermatoses, dermographism, serum sickness, food allergy, and sensitization to 
drugs, such as penicillin and the sulfonamides. 


BENADRYL hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available in a variety of 
forms to facilitate individualized dosage and flexibility of administration, including Kapseals®, Cap- 
sules and a palatable Elixir. 


The usual dosage of BENADRYL is 25 to 50 mg. repeated as required. Children up to 12 years of age may 
be given 1 to 2 teaspoonsful of Elixir Benadryl. 
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PARKE, DAVIS & COMPANY * DETROIT 32, MICHIGAN “ 











